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Reliable estimates place the number 
of deaths in the operating room 
from cardiac arrest at one in every 
7,500 anesthesias!! Deaths due to 


NO OPERATING ROOM IS ventricular fibrillation account for 
LETE : approximately 10% of this total.* 

COMP WITHOUT THESE — We at the Birtcher Corporation 
. OPERA : have engineered and built two elec- 
a 2 ESSENTIAL TING tronic devices which we hope can 
ROO EM ERG substantially reduce operating room 

M ENCY DEVICES mortality ... the Birtcher Defibril- 

: lator and the Birtcher Heartpacer. 

1. Cross, Frederick S., M.0.: Clinical Medicine, 1121-1125, November, 1955. 


2. Mosler, Robert M., M.D., Cleveland, Ohio: A Manual on Cardiac 
Resuscitation, Charles C. Thomas — publisher, 1954, 


THE BIRTCHER DEFIBRILLATOR 


Designed to stop ventricular fibrillation through 
the application directly to the ventricles of the 
heart automatic or manually timed and strength 
controlled electrical shock. For use prior to restora- 
tion of coordinated heartbeat through cardiac 
massage by the Surgeon, and its later maintenance 
by the use of a Cardiac Heartpacer. 


THE BIRTCHER HEARTPACER 


For external application in cardiac and circulatory 
arrest, to re-establish through automatic electric 
surges, properly paced ventricular rhythm, for 
hours or days as may be required. Indicated for re- 
suscitation in those emergencies which often arise 
during reflex vagal stimulation, diagnostic and 
therapeutic procedures and anesthesias, treatment 
with cardioactive drugs, Stokes-Adams disease and 
cerebral ischemia. 


‘ THE BIRTCHER CORPORATION Dept. ICS-656 
A collection of reprints from Medical Journals onthe “{—s« 4371 VALLEY BLVD.. LOS ANGELES 32. CALIFORNIA 
subject of cardiac arrest and resuscitation, and descrip- : 
tives on these two machines will be sent on request. 


Please send me Cardiac Resuscitation reprints 
and descriptives on Defibrillator and Heartpacer. 


THE BIRTCHER CORPORATION 


the world’s largest volume producer Address. 
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Abdominal and General Surgery 


T is of paramount importance to know 
| that there are two varieties of air 
embolism — venous and arterial — the 
clinical manifestations of which are dis- 
similar. To this prima facie, all-sufficient 
classification must be added paradoxical 
air embolism, a venous air embolism that 
becomes arterial by travelling from the 
right to the left ventricle through a pat- 
ent foramen ovale. It is true that in 5 to 8 
per cent of adults this foramen is patent, 
but in the great majority the opening is 
no larger than the bulbous end of a stand- 
ard probe, and in only 0.5 per cent of these 
does the valvula foraminis ovalis fail to 
cover the opening. Consequently, the 
chances of encountering a case of para- 
doxical air embolism are small indeed. 


*Emeritus Surgeon, Royal Northern Hospital, London. 
Submitted for publication March 20, 1955. 


Air Embolism 


HAMILTON BAILEY, F.R.C.S. (Eng.), F.R.C.S. (Edin.), F.A.C.S., F.I.C.S.* 
LONDON, ENGLAND 


This cannot be said of air embolism in 
general. To review the literature on this 
subject is to be astonished at the number 
of cases reported, many in journals de- 
voted to specialized subjects. Even so, one 
must reflect that the disaster occurs more 
frequently than the reported cases would 
seem to indicate. Furthermore, in cases 
of fatal air embolism in which the true 
diagnosis is unsuspected, death is often 
attributed to pulmonary embolus, coronary 
thrombosis or heart failure. Even at 
necropsy many emboli are missed because 
of slovenly technic (Keith Simpson). A 
not uncommon postmortem observation is 
slightly blood-stained froth about the 
mouth and nostrils. To simplify postmor- 
tem diagnosis, J. D. Taylor has recom- 
mended roentgen examination of the head 
and trunk of the cadaver before the ne- 
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cropsy is undertaken. Death from venous 
air embolism is characterized by primary 
respiratory failure due to obstruction at 
the mouth of the pulmonary artery (Op- 
penheimer and others). 


VENOUS AIR EMBOLISM 


In a healthy person, approximately 100 
ml. of air is necessary to cause death by 
venous air embolism, but much depends 
upon the speed of injection, the pressure 
at which it is made, and the posture of the 
patient during and soon after the injec- 
tion. Certain reports have been received 
from German sources which indicate that’ 
a considerable quantity of air could be 
injected intravenously without a fatal 
issue, provided the victim was kept in 
the head-low, right-side-uppermost po- 
sition during the injection and for some 
time thereafter. If the recipient is in poor 
health, a much smaller quantity may de- 
termine a fatal issue; in many of the ne- 
cropsies performed by Keith Simpson the 
total amount of air that caused death can- 
not have exceeded 10 to 15 ml. 

The variety of ways in which air can be 
sucked or injected into the venous system 
is truly remarkable: 

During the Collection of Blood from a 
Donor.—A number of fatal and, happily 
(after correct treatment), not a few non- 
fatal air embolisms have occurred during 
the collection of blood, usually by the vac- 
uum bottle method. In most cases cited 
there has been a positive (instead of a 
negative) pressure, or at any rate a lack 
of vacuum in the collecting bottle. The 
manner in which the accident occurs is as 
follows: The needle having been intro- 
duced into a vein, blood does not flow; the 
patient is asked to open and close the 
hand. There is still no flow, so the tourni- 
quet is loosened, and air from the bottle 
passes along the tubing into the vein. In 
order to detect a loss of vacuum in a blood- 
collecting bottle, Don Baxter, of Baxter 


JUNE, 1956 


Inc., gives the following instructions: 
“Shake the bottle. There is an easily no- 
ticeable difference in the sound produced 
when air is present, or absent.” To obvi- 
ate this danger, the Baxter Company is 
providing special tubing that dimples if a 
vacuum is present. 

During Continuous Intravenous Fluid 
Therapy.—a. The reservoir is allowed to 
run dry. Unfortunately this is not the 
almost unheard-of accident that it is some- 
times assumed to be. Particularly if it 
occurs during the night, the empty bottle 
may have been replaced by a full one be- 
fore the medical officer arrives on the 
scene. Unless he is told of the happening, 
it is unlikely that he will be able to dis- 
tinguish the symptoms caused by air em- 
bolism from those of pulmonary embolism 
or coronary thrombosis. The only real 
safeguard against this accident is to em- 
ploy an interceptor containing a ground- 
glass float, which, in the event of the 
container being allowed to run dry, is 
self-sealing. 

b. There are punctures in the tubing 
that admit air. Drugs are often injected 
into the tubing of an intravenous set 
rather than directly into a vein. 

Whether the puncture remains poten- 
tially patent or not depends upon the qual- 
ity and age of the rubber tubing; poly- 
thene and nylon tubing cannot be expected 
to be self-sealing. When the tubing is 
cracked or punctured, air is liable to be 
sucked into the lumen by the gravitating 
fluid (Fig. 1). If the screw clamp, instead 
of being on the tubing between the reser- 
voir and the drip chamber, is placed 6 
inches (15 cm.) above the needle or can- 
nula, this untoward possibility is obviated 

(Devas). 

c. Martin’s pump is employed to accel- 
erate transfusion or infusion. If the tub- 
ing contains even one puncture this is 
extremely dangerous, for air is sucked in 
through the puncture (Langmaid and 
Mushin). 
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d. An interceptor with side channel 
(still widely used) is employed. This has 
so often proved a cause of death from air 
embolism that it should be banned offi- 
cially. Fig. 2 shows one of several meth- 
ods by which air is permitted to enter the 
infusion and transfusion set via this un- 
necessary side channel. 

e. Infusion or, more usually, transfu- 
ston is hastened by attaching the tubing 
and bulb of a sphygmomanometer (Fig. 
8A) or a Higginson syringe to the air in- 
let. Unless the person in control of the 
pump is ready to clip the tubing with a 
hemostat before the bottle runs dry, a 
large quantity of air under pressure is 
liable to enter the vein. The only way of 
not being taken by surprise at the speed 


with which the last few ounces are driven 


LEAKS THROUGH 
THE PUNCTURE... 


3 
IF CLAMP HERE 


Fig. 1—Behavior of punctured and cracked tub- 

ing in relation to the screw clamp. After Birch. 

(From Pye’s 17th ed., 
ig. 28. 


Fig. 2.—Air being sucked in be- 
tween the glass by-pass and the 
perished rubber tubing. After 

r tubing Surgica andicraft, 17 
Perithed Fig, 29.) 
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— OUTSIDE 
THE FILTER 


INSID 
THE FILTER 


Fig. 8—A, mode of entry of air when the blood 
in the bottle is exhausted. B, blocking of the 
filter, Clots on the side of the gauze filter will 
maintain an apparently safe level of blood in the 
bottle, while the blood level within the filter falls 
to zero and permits air to enter the delivery tube. 
After Mollison. 


from the bottle is to be ready to apply the 
hemostat to the tubing when the contents 
of the bottle has reached the low level of 
2 inches (5 cm.) from the bottom. 

f. The filter is blocked. Another and 
more subtle cause of air embolism during 
blood transfusion is a filter covered with 
blood clot and therefore blocked. The level 
of blood within the filter can then fall 
more rapidly than the level of blood out- 
side the filter. In these circumstances it 
is possible for air to enter the outlet, al- 
though the level of blood in the bottle 
appears to be a safe distance above the 
outlet (Fig. 4). 

This accident is more likely to happen 
if the same filter is used for more than one 
bottle of blood. It can occur with either 
positive pressure or gravitation transfu- 
sions. 

g. Attempts are made to introduce a 
cannula into a poorly-filled vein after the 
tourniquet has been removed. This is an 
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Fig. 4.—Ligature passed through a 

vein. After.tying, air is sucked along- 

side the cannula. After Keith Sim 

son. (From Pye’s Surgical Handicraft, 
17th ed., Fig. 30.) 


SIDE UPPERMOST 
Right Ventricle 


Fig. 5.—Sketch showing how, with the patient on 
his left side and tilted head downward, air in the 


right side of the heart rises toward the apex.. 


(From Pye’s Surgical Handicraft, 17th ed., 
Fig. 30.) 


unforgivable error that is sometimes per- 
petrated. Air enters while the incision in 
the vein is being held open to admit the 
tip of the cannula. 

h. The cannula-retaining ligature is 
passed through the wall of the vein (Fig. 
5). This occasional technical error is, 
when the ligature is tied, instrumental in 
providing a channel for the ingress of air 
alongside the cannula. 

During Induction of an Artificial Pneu- 
mothorax.—The occurrence of air embo- 
lism during this procedure is a relatively 
frequent catastrophe, the incidence being 
approximately 1 in 600 injections (includ- 
ing refills), with a mortality rate not less 
than 80 per cent. As a rule the air is in- 
jected into the intercostal vein (or a 
radicle thereof) and passes into the azy- 
gos system, whence it is carried to the 
heart and/or, if the patient is in an up- 
right position, air-bubbles rise and, by- 
passing the innominate vein, enter the 
superior vena cava and, via the jugular 
vein, reach the brain. More rarely the air 
is injected into a tributary of the pulmo- 
nary vein, thereby giving rise to an arte- 
rial air embolus and often to sudden death. 
“Pleural shock” is now known to be due 
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to air embolism. 

During Thoracoscopic Procedures.— 
Relatively few cases of air embolism oc- 
curring during thoracoscopic studies have 
been reported. 

During Operations on the Lungs, Espe- 
cially Thoracoplasty. — When a vein en- 
cased in fibrous tissue is divided, it is liable 
to be held open by the adhesions. 

During Angiographic Procedures. — In 
Durant’s patient, air entered the ureteric 
catheter while the syringe containing sa- 
line solution was disconnected and before 
the syringe containing diodrast could be 
substituted. Stertorous breathing was 
quickly followed by convulsions, and the 
patient passed into deep coma. Postural 
treatment was begun at once, and oxygen 
was administered. This was the first and 
only roentgenogram ever taken that 
showed an air embolism during life. The 
air was in the more superiorly located 
(right) pulmonary artery. The patient 
recovered. In a similar case recorded by 
Hepper, the patient died. 

During Operations on the Heart. — In 
operations within the open heart the dan- 
gerous moment when air embolism may 
occur is immediately after suture of the 
myocardial incision and the return of 
blood flow. Air trapped in the heart is 
now propelled into the peripheral or the 
pulmonary circulation. To obviate this 
ever-present danger, Swan and his co- 
workers flood the thoracic cavity with 
Ringer’s solution just before closure of the 
cardiac incision and suture the heart un- 
der water. 

During Induction of Pneumoperitoneum. 
—A large number of cases have been re- 
ported in which air embolism occurred 
during this procedure. The most frequent 
cause is puncture of the liver. Less fre- 
quent causes are puncture of the spleen, 
retroperitoneal emphysema and intravas- 
cular injection in the abdominal wall. 
Twelve deaths from this cause occurred 
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in a few years at the State Hospital of 
California (Dasher and others) ; 11 cases 
were reported from one hospital in Uru- 
guay (Esperanza). 


A man aged 34 was admitted to the Royal 
Northern Hospital with bilateral pulmonary 
tuberculosis. Both lungs were collapsed by 
artificial pneumoperitoneum. Two months la- 
ter the patient returned for a refill. After 600 
ml. of air had been injected he complained of 
discomfort, and his breathing became diffi- 
cult. The needle was removed; the patient got 
off the operating table, walked into the pas- 
sage, collapsed and died. Necropsy showed a 
puncture of the liver, within which there were 
large bubbles of air. The right side of the 
heart was filled with bloody froth. 


In an almost identical case reported by 
Hollander, the patient, a man aged 36, fell 
dead on assuming the upright position. 

During Peritoneoscopic Procedures.— 
The reported cases are few, which is what 
one would expect from this little used 
method of examination. 

During Abdominal Operations.—Fortu- 
nately the whole field of abdominal sur- 
gery is almost immune to the dangers of 
air embolism, although Rich encountered 
one during the division of dense abdom- 
inal adhesions. No doubt the mechanism 
of air entry in this case was the same as 
that observed in thoracoplasty. 

During Lavage of a Maxillary Antrum. 
—Air embolism is a terrifying complica- 
tion of lavage of the maxillary antrum. 
Usually it is due not to the lavage itself 
but to the insufflation of air that some- 
times follows. Not only is the latter ex- 
ceedingly dangerous; it is unnecessary. 
Pang collected reports of no less than 58 
cases 'in which emboli were due to this 
cause. 

During Excision of the Upper Jaw.— 
Air embolism is a rare complication of this 
formidable operation. 

During Operations of the Neck.—a. If, 
in the course of such operations as dis- 
section of tuberculous or malignant cer- 
vical lymph nodes, a ligature “blows off” 
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during a fit of coughing (which unfortu- 
nately sometimes occurs when endotrach- 
eal anesthesia is allowed to become too 
light), air can be sucked into the jugular 
vein or one of its tributaries, unless digi- 
tal pressure, followed by gauze packing, is 
forthcoming swiftly and dexterously and 
is maintained until the coughing has 
ceased. 

b. Air embolism is very rare during thy- 
roidectomy. Nevertheless, Guthrie and 
Evans were able to collect 15 hitherto un- 
reported cases, and there are reports of 
smaller collected series in the literature. 
As one can appreciate, the accident occurs 
oftenest during the removal of a retro- 
sternal goiter. 

In Cases of Suicidal Cut-Throat.—The 
superficial veins of the neck are in many 


’ places attached to the deep fascia, and, 


when they are severed, this attachment 
prevents their collapse. It is for this rea- 
son that air embolism is frequently the 
cause of death in suicidal cut-throat, 

During Radical Mastectomy. — In this 
instance air has entered the subclavian 
vein, or one of its tributaries. 

Owing to Obstetric or Gynecologic 
Causes.—a. Displacement of the placenta: 
During or soon after delivery, per via 
naturalis or by cesarean section, air can 
enter the open uteroplacental veins if the 
placenta becomes displaced. In a series of 
18 cases collected by Waldrop, all of the 
embolisms were fatal. 

b. Pervaginal douching during preg- 
nancy: Scores of air embolisms, most of 
them fatal, have occurred from douching, 
usually with a Higginson syringe, with or 
without intent to induce abortion. Air (as 
well as soap and water) is forced into the 
uterus, often by the patient herself. After 
partial separation of the placenta, the air 
enters the open veins of the endometrium. 

During Urologic Surgical Procedures.— 
A number of cases of air embolism have 
been reported from this field: 

a. Accidents during aerourethroscopic 
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maneuvers in the presence of urethral 
hemorrhage. Such.accidents occur almost 
always when the patient is under general 
anesthesia. I have observed 2 fatal exam- 
ples at necropsy. In both instances the 
urethroscopic procedure was carried out 
with the patient under general anesthesia, 
and in both the anesthetist felt air bubbles 
passing along the jugular vein. On the 
other hand, in many hundreds of urethro- 
scopic studies performed personally with- 
out anesthesia, or with a local anesthetic, 
the accident has not occurred. 

b. Accidents during perirenal insuffla- 
tion of air, as opposed to oxygen, to delin- 
eate a renal or a suprarenal tumor. 

c. Accidents during . aerocystographic 
procedures. This is a method that should 
now be considered obsolete. 

During Neurosurgical and Orthopedic 
Procedures.—The sitting position used for 
neurosurgical procedures and for the re- 
moval of prolapsed intervertebral disc 
predisposes to air embolism via the para- 
vertebral venous plexus. Hanby and Terry 
encountered 6 embolisms during opera- 
tions for excision of prolapsed discs in this 
position; 5 were fatal. 

Clinical Manifestations. — Occasionally 
the onset is insidious. Much more often 
it is abrupt, with deep inspirations, cough- 
ing expirations, cyanosis, then a few gasp- 
ing breaths, succeeded by unconsciousness 
and cessation of respiration. The pulse 
becomes imperceptible, and the blood 
pressure falls to an unrecordable level. 
A stethoscope applied to the precordium 
reveals the “mill-wheel” murmur—a 
churning and splashing that masks the 
true heart sounds. In not a few instances, 
if the pulps*of the fingers are placed over 
a jugular vein, bubbles of air can be felt 
moving beneath. In about half the cases, 
especially those in which the head is 
higher than the trunk at the time of the 
entry of air, the state of unconsciousness 
is preceded by tonic and clonic convulsions 
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followed by muscular twitching. In the 
presence of venous air embolism the heart 
continues to beat long after the pulses are 
imperceptible. 

In cases of fatal embolism the symptoms 
last less than one hour in 86 per cent; be- 
tween one and twenty-three hours in 7 per 
cent, and twenty-three hours or more in 7 
per cent. In cases of nonfatal embolism 
the symptoms last less than one hour in 9 
per cent of cases, between one and twenty- 
three hours in 48 per cent and more than 
twenty-three hours in 43 per cent. 

In 20 unreported cases collected by 
Dasher and his associates, the symptoms 
were as follows: 


Failing pulse (weak or absent)....... 20 
Unconsciousness 19 
& tere” 8 


Mechanism.—a. In the right ventricle, 
blood and air are churned into foam. The 
bloody foam fills the right auricle, passes 
on to distend the right ventricle, and 
causes an air-lock between the latter and 
the mouth of the pulmonary artery. Whole 
blood is not compressible; air is. Blood- 
foam is sufficiently compressible during 
systole and expansile during diastole to 
prevent adequate emptying of this cham- 
ber of the heart; muscular contractions of 
the right side of the heart compress the 
foam, instead of pumping blood into the 
pulmonary artery. In the presence of 
massive air embolus some of the bubbles 
escape into the pulmonary artery, and the 
arterioles of the lungs become packed with 
air-locks in which event a fatal issue from 
cyanosis and anoxia ensues quickly. 

b. Large bubbles in veins on the way to 
the heart rise against the venous blood 
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stream. If the head is higher than the 
trunk, these bubbles pass up the superior 
vena cava or, if the patient is coughing 
and straining, up the paravertebral venous 
plexus, which serves as a_ by-passing 
route. In both instances air bubbles reach 
the brain. 

Treatment. — For a successful result, 
immediate action and sustained effort are 
imperative. 

1. Tilt the patient so that the head is 
low. Large bubbles in the venous system 
then pass to the veins of the pelvis and the 
lower extremities, there to be absorbed in 
due course. The head-low position, if 
adopted rapidly, will prevent cerebral air 
embolism. 

2. Turn the patient onto the left side, 
i.e., with the right side uppermost. This 
must be accomplished within one minute 
of the onset of symptoms. Placing the pa- 
tient on the left side causes air in the right 
ventricle to rise toward its apex (Fig. 5), 
permitting whole blood to be pumped by 
the heart into the pulmonary artery. 

8. Perform artificial respiration with 
the patient on his side. When the catas- 
trophe occurs during an operation with 
general anesthesia, the anesthetist carries 
out controlled respirations by administra- 
tion of pure oxygen under pressure, pref- 
erably, of course, via an endotracheal tube. 
When, as is often the case, an anesthetist 
is not present, a free airway must be pro- 
vided by these measures in order of pref- 
erence: (1) pulling the tongue forward, 
(2) holding the jaw forward and, when 
pure oxygen is available, administering it 
by means of an anesthetic mask, as afore- 
mentioned. In other circumstances arti- 
ficial respiration is carried out with the 
patient lying on his left side (Fig. 6), 
which, contrary to what might be thought, 
is most efficient. It should be noted par- 
ticularly that, if efforts to maintain an 
unobstructed airway fail, there should be 
no hesitation in performing tracheotomy. 
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Fig. 6.—Method of carrying out artificial respi- 
ration with the patient on his side. A, expiration; 
B, inspiration. 


This was carried out in Musgrove and 
McQuigg’s patient with striking benefit, 
and was undoubtedly the turning point 
toward a successful issue. Even if there 
is a slight improvement, persevere with 
postural treatment and artificial respira- 
tion. Occasionally the patient must be kept 
in this position for hours, for when he is 
turned onto his back there is a recrudes- 


- cence of symptoms. In one of A. C. Co- 


hen’s 4 successful cases recovery followed 
after eight hours of such treatment. 

4, Inject the contents of an ampule of 
25 per cent nikethamide (coramine) intra- 
venously. 

5. At a very early stage, pass a wide- 
bore needle in a proximal direction into 
the usually grossly distended external 
jugular vein on the right side, and aspi- 
rate. Using this expedient, Bohn aspirated 
blood-stained froth, which brought about 
rapid improvement. His patient recovered. 

6. If this is unsuccessful, introduce a 
lumbar puncture needle, connected with a 
syringe, into the right ventricle by pierc- 
ing the skin beneath the left costal margin 
and directing the needle upward and back- 
ward. By this means it may be possible 
to aspirate the air from the right side of 
the heart. Stallworth withdrew froth by 
this route, and the patient recovered. 

7. If after two or, at the most, three 
minutes there are no signs of life, the pa- 
tient must be turned onto his back and the 
heart exposed by an incision through the 
fifth left interspace. The right ventricle 
can then be aspirated under vision, and 
after the froth has been discharged the 
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blood is returned to the left. ventricle. 
Massage the heart if necessary, but on no 
account commence cardiac massage until 
all the froth has been aspirated. 


ARTERIAL AIR EMBOLISM 


In the case of air injected into the arte- 
rial tree or the pulmonary vein, the quan- 
tity required to produce death is but a 
fraction of that necessary to produce a 
similar catastrophe when introduced into 
the venous system. 

Etiologic Factors.—Arterial air embo- 
lism may occur (a) when a bottle of blood 
has been permitted to empty completely 


during retrograde arterial transfusion; 


(b) when air is sucked into a pulmonary 
vein or one of its tributaries during an 
operation on the thorax, and occasionally 
(c) when air is injected into one of the 
tributaries of the pulmonary vein during 
the induction of a pneumothorax. 

Clinical Manifestations: The onset is 
more catastrophic than is that of venous 
air embolism. If the patient is conscious, 
he feels faint or dizzy. Loss of conscious- 
ness follows upon these warnings; some 
patients regain consciousness but are dis- 
orientated. Cyanosis is present almost 
invariably. Convulsions, localized or gen- 
eralized, tonic or clonic, often occur. 
Nearly always the pupils become widely 
dilated. The patient becomes almost or 
completely pulseless. The ‘“mill-wheel” 
murmur is not present. As a rule there is 
slowing of the rate of respiration; some- 
times breathing is of the Cheyne-Stokes 
variety. Should the patient be so fortunate 
as to recover from the acute episode, pre- 
cordial pain accompanied by considerable 
dyspnea lasts for hours or, sometimes, 
days. Various neurologic manifestations, 
including hemiplegia, monoplegia, nystag- 
mus, strabismus and sometimes blindness, 
are not infrequent aftermaths. 

Pathognomonic Signs: Marbling of the 
skin of the superior part of the body has 
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often been noted. It is due to embolism 
of the cutaneous vessels. 

Leibermeister’s Sign: There is pallor of 
a portion of the tongue, sometimes half, 
depending upon which lingual artery or 
portion thereof is blocked. This sign is 
said to be constant, but it is often missed 
because of the anxiety that prevails. 

Air Bleeding: If a small incision is 
made into the skin of the upper part of the 
body, air bubbles are observed in the blood 
that escapes. Bubbles of air have been ob- 
served streaming through the retinal ves- 
sels on ophthalmoscopic examination, 
which is seldom practicable. 

Mechanism.—When air enters the left 
ventricle, three possibilities have to be 
considered : 

1. Air enters and occludes the coronary 
arteries. This may lead to almost instan- 
taneous death. 

2. There is a bolus of air in the left 
ventricle, which prevents the delivery of 
blood to and from this chamber. 

3. Cerebral air embolism is present. 
The lumens of the tortuous cerebral arter- 
ies are sites par excellence for the arrest 
of itinerant arterial air emboli. 

Treatment.—1. Tilt the patient so that 
the head is low. 

2. Turn him onto his left side; it is more 
advantageous to turn him still further— 
into the half-prone position—and hold 
him there. In this position the mouths of 
the coronary arteries are dependent. 

3. Administer pure oxygen, perform 
artificial respiration. 

4. Should these measures fail after two 
to three minutes’ trial, there is only one 
possible life-saving expedient—expose the 
heart and aspirate foam from the left 
ventricle. If there is not sufficient blood 
to inject after the foam has been dis- 
carded, procure more blood by aspirating 
the right ventricle. Inject the contents of 
the syringe into the left ventricle and 
carry out cardiac massage. 
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Conclusion—When one is confronted 
with a case of air embolism, it should be 
almost a reflex action to place the patient 
in the head-low, right-side-uppermost po- 
sition. This is a sine qua non. Without a 
theoretical knowledge of what to do when 
faced with this emergency, the chances of 
saving the patient’s life are almost neg- 
ligible. 


SUMMARY 


The author discusses air embolism in its 
two forms, venous and arterial, the clin- 
ical manifestations of which are dissimi- 
lar. Air may enter the venous system (a) 
during the collection of blood from a 
donor; (b) during continuous intravenous 
fluid therapy; (c) through punctures in 


the tubing; (d) as a result of a blocked © 


filter during blood transfusion; (e) 
through attempts to hasten transfusion or 
infusion by attaching the bulb and tubing 
of a sphygmomanometer or a Higginson 
syringe to the air inlet; (f) through at- 
tempts to introduce a cannula into a poor- 
ly-filled vein after removal of the tourni- 
quet (an unforgivable error), and (g) as 
a result of passing the cannula-retaining 
ligature through the wall of the vein. 

Other surgical procedures and accidents 
in which venous embolism may occur are 
artificial pneumothorax (relatively fre- 
quent) ; thoracoscopy (relatively rare) ; 
various pulmonary operations; angiog- 
raphy; cardiac operations; artificial pneu- 
moperitoneum ; peritoneoscopy ; abdominal 
operations (rare); lavage of a maxillary 
antrum; excision of the upper jaw; oper- 
ations on the neck; suicidal cut-throat; 
radical mastectomy, and various obstetric, 
gynecologic, urologic, neurosurgical and 
orthopedic procedures. 

The clinical manifestations of venous 
air embolism include cyanosis, uncon- 
sciousness, apnea, dyspnea, convulsions, 
dilation of the pupils, pain in the thorax, 
restlessness and incontinence. The treat- 
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ment, including artificial respiration and, 
in extreme circumstances, tracheotomy, is 
outlined in detail. If after two or three 
minutes there are no signs of life, the pa- 
tient is turned onto his back, the heart 
exposed, the right ventricle aspirated, the 
froth discarded and the blood returned to 
the left ventricle, with cardiac.massage if 
necessary. On no account should cardiac 
massage be commenced until all froth has 
been aspirated. 

Arterial air embolism is caused by (a) 
allowing a bottle of blood to empty com- 
pletely during retrograde arterial trans- 
fusion; (b) the sucking of air into a pul- 
monary vein or tributary during a tho- 
racic operation, and occasionally (c) the 
injection of air into a pulmonary venous 
tributary during induction of artificial 
pneumothorax. The pathognomonic signs 
are (1) “marbling” of the skin; (2) Lei- 
bermeister’s sign; (3) air bubbles in the 
blood stream of the upper part of the body, 
and, though rarely observed, (4) bubbles 
of air streaming through the retinal ves- 
sels. Treatment consists of positioning the 
patient in the manner described and ad- 
ministering pure oxygen and artificial 
respiration. 

If these measures fail, the heart should 
be exposed and the left ventricle aspirated. 
If there is not sufficient blood to inject 
after the froth has been discarded, blood 
should be procured by aspiration of the 
right ventricle and injected into the left 
ventricle, after which cardiac massage 
should be carried out. 


RESUME 


L’auteur discute les deux formes d’em- 
bolie gazeuse,—l’embolie veineuse et ]’em- 
bolie artérielle—dont les manifestations 
cliniques sont différentes. L’air peut 
pénétrer dans le systéme veineux: a) 
durant la prise de sang chez un donneur; 
b) durant le goutte-a-goutte intraveineux; 
c) par ponctions dans la sonde; d) par 
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l’utilisation de la pompe de Martin en vue 
d’accélérer une transfusion ou un goutte- 
a-goutte; e) par suite du blocage du filtre 
durant la transfusion sanguine; f) en vou- 
lant activer la transfusion ou le goutte-a- 
goutte, en réunissant le bulbe et la sonde 
d’un sphygnomanométre ou d’une seringue 
de Higginson; g) en essavant d’introduir 
e une canule dans une veine pauvre en 
sang aprés avoir enlevé le tourniquet 
(erreur impardonnable); h) en faisant 
passer la ligature retenant la canule a 
travers la paroi veineuse. 

Autres techniques et accidents pouvant 
provoquer l’embolie veineuse: pneumo- 


thorax artificiel (relativement fréquent) ; . 


thoracoscopie (relativement rare); di- 
verses opérations pulmonaires; angio- 
graphie; opérations cardiaques; pneumo- 
péritoine artificiel; péritonéoscopie; 
opérations abdominales (rare) ; lavage de 
l’antre maxillaire; excision de la machoire 
supérieure; opérations de la nuque; sec- 
tionnement de la gorge (dans les cas de 
suicide) ; mastectomie radicale; diverses 
opérations obstétriques, gynécologiques, 
urologiques, neurochirurgicales et ortho- 
pédiques. 

Les manifestations cliniques de l’embo- 
lie gazeuse veineuse se traduisent comme 
suit: évanouissement, apnée, dyspnée, 
convulsions, dilatation pupillaire, douleurs 
thoraciques, agitation et incontinence. 

L’auteur entre dans le détail du traite- 
ment, y compris la respiration artificielle 
et, dans les cas extrémes, la trachéotomie. 
Si aucun signe de vie ne se manifeste aprés 
deux ou trois minutes, le patient est couché 
sur le dos, le coeur est mis 4 nu; on pro- 
céde a l’aspiration du ventricule droit, a 
Vélimination de la mousse, et le sang est 
renvoyé au ventricule gauche, avec mas- 
sage cardiaque si nécessaire. 

Il ne faut en aucun cas pratiquer un 
massage cardiaque avant d’avoir aspiré 
toute la mousse, 

Les causes de l’embolie gazeuse artérielle 
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sont les suivantes: a) permettre que lors 
de la transfusion artérielle rétrograde la 
bouteille de sang se vide complétement; 
b) aspiration d’air dans une veine pulmo- 
naire ou tributaire durant 1l’opération 
thoracique; et (parfois) c) injection d’air 
dans une veine pulmonaire tributaire du- 
rant l’installation d’un pneumothorax arti- 
ficiel. 

Signes pathognomoniques: 1) mar- 
brures de la peau; 2) signe de Lieber- 
meister; 3) bulles d’air dans le flot san- 
guin de la partie supérieure du corps, et 
(rarement) 4) bulles d’air le long des 
vaisseaux rétiniens. 

Traitement: placer le malade dans la 
position décrite et donner de |’oxagéne 
pur; respiration artificielle. 

En cas d’échec de ces mesures thérapeu- 
tiques, mettre le coeur 4 nu et procéder a 
l’aspiration du ventricule gauche. S’il n’y 
a pas suffisamment de sang a injecter 
aprés |’élimination de la mousse, se pro- 
curer du sang en aspirant le ventricule 
droit et Vinjecter dans le ventricule 
gauche; ensuite, massage cardiaque. 


ZUSAM MENFASSUNG 


Der Verfasser erértert die Luftembolie. 
Sie kann in zwei Formen, der venésen und 
der arteriellen, auftreten, die sich in ihren 
klinischen Erscheinungen unterscheiden. 
Luft kann in den venésen Kreislauf ge- 
langen (a) wahrend der Blutentnahme 
von einem Spender, (b) wéahrend einer 
intravenésen Dauerinfusion von Fliissig- 
keiten, (c) durch Punktion der Schliuche, 
(d) durch Verwendung einer Martinschen 
Pumpe zur Beschleunigung der Transfu- 
sion oder Infusion, (e) infolge von Bloc- 
kierung eines Filters wahrend der Blut- 
transfusion, (f) durch Versuche, die 
Transfusion oder Infusion zu beschleuni- 
gen, indem man den Ballon und die 
Schlauche eines Blutdruckapparates oder 
eine Higginsonsche Spritze an den Luf- 
teinlass anschliesst, (g) durch Versuche, 
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nach Entfernung der Staubinde eine 
Kaniile in eine schlecht gefiillte Vene ein- 
zufiihren (ein unverzeihlicher Irrtum) 
und (h) infolge von Durchfiihrung der die 
Kaniile fixierenden Ligatur durch die 
Venenwand. 

Zu sonstigen chirurgischen Eingriffen 
und Zwischenfallen, die zur venésen Luft- 
embolie fiihren kénnen, gehéren der kiin- 
stliche Pneumothorax (verhialtnismiassig 
haufig), die Thorakoskopie (verhaltnis- 
massig selten), verschiedene Lungenop- 
erationen, die Angiographie, Herzopera- 
tionen, das kiinstliche Pneumoperitoneum, 
die Peritoneoskopie, Bauchoperationen 
(selten), Spiilung der Kieferhdéhle, Resek- 
tion des Oberkiefers, Operationen am 
Halse, Halsschnitte beim Selbstmordver- 


such, radikale Amputationen der Brust-_ 


driise und verschiedene geburtshilfliche, 
gynikologische, urologische, neurochirur- 
gische und orthopidische Eingriffe. 

Zu den klinischen Erscheinungen der 
venésen Luftembolie gehéren Zyanose, 
Bewusstlosigkeit, vélliger Luftmangel, 
Atembeschwerden, Kraémpfe, Pupillener- 
weiterung, Schmerzen in der Brust, Ruhe- 
losigkeit und Inkontinenz, Die Behandlung 
einschliesslich der kiinstlichen Atmung 
und, in dusserst schweren Fallen, des 
Luftréhrenschnittes werden im Einzelnen 
beschrieben. Wenn nach zwei oder drei 
Minuten keine Lebenszeichen eintreten, 
wird der Kranke in Riickenlage gebracht, 
das Herz blossgelegt, die rechte Herzkam- 
mer angesaugt, der Schaum beseitigt und 
das Blut wieder der linken Herzkammer 
zugefiihrt, wenn nétig unter Massage 
des Herzens, 

Herzmassage soll unter keinen Um- 
standen begonnen werden, bevor aller 
Schaum angesaugt ist. 

Die arterielle Luftembolie wird hervor- 
gerufen (a) dadurch, dass man wahrend 
einer retrogaden arteriellen Transfusion 
eine Flasche mit Blut sich véllig entleeren 
lasst, (b) durch Ansaugung von Luft in 
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eine Lungenvene oder einen ihrer Aste 
wahrend einer Thoraxoperation und (c) 
gelegentlich durch Einspritzung von Luft 
in den Ast einer Lungenvene bei Anlegung 
eines kiinstlichen Pneumothorax. Die 
charakteristischen Krankheitszeichen be- 
stehen in (1) Marmorierung der Haut, 
(2) dem Liebermeisterschen Zeichen, (3) 
dem Auftreten von Luftblaschen im Blut- 
gefasssystem der oberen Ko6rperhilfte 
und (4) dem selten beobachteten Zirku- 
lieren von Luftblaschen durch die Netz- 
hautgefasse. Die behandlung besteht in 
Lagerung des Kranken in der angegebenen 
Weise, in der Verabfolgung reinen Sauer- 
stoffs und in kiinstlicher Atmung. Wenn 
diese Massnahmen versagen, wird das 
Herz freigelegt und die linke Herzkammer 
angesaugt. Wenn nach der Beseitigung 
des Schaumes nicht geniigend Blut zur 
Einspritzung iibrig bleibt, muss Blut durch 
Ansaugung aus der rechten Herzkammer 
gewonnen und in die linke Kammer einge- 
spritzt werden. Danach sollte Massage des 
Herzens ausgefiihrt werden. 


RIASSUNTO 


L’autore tratta l’embolia gassosa nelle 
sue due forme, la venosa e |’arteriosa, le 
cui manifestazioni cliniche sono diverse. 
L’aria per entrare nel sistema venoso a) 
durante il salasso di un donatore; b) du- 
rante l’infusione venosa terapeutica; c) 
attraverso fori nei tubi; d) per l’impiego 
di una pompa di Martin per affrettare la 
trasfusione o |’infusione; e) per un blocco 
del filtro durante una trasfusione; f) nel 
tentativo di affrettare una trasfusione o 
un’infusione mediante una doppia palla 
inserita sul tubo dell’aria; g) nel tentativo 
di introdurre una cannula in una vena 
poco distesa dopo aver tolto il laccio (er- 
rore imperdonabile) e infine; h) come 
risultato di una lacerazione della vena con 
il laccio che fissa la cannula. 


Altre condizioni chirurgiche in cui pud 


aversi embolia gassosa sono il pneumoto- 
race artificiale (abbastanza frequente) ; 
la toracoscopia (relativamente di rado) ; 
varie operazioni sul polmone; |’angiogra- 
fia; le operazioni sul cuore; i] pneumoperi- 
tonea artificiale; la celioscopia; le opera- 
zioni sull’addome (raramente); lavaggi 
del seno mascellare; la resezione dell mas- 
cellare; le operazioni sul collo; la mastec- 
tomia radicale ed altri interventi di oste- 
tricia, ginecologia, urologia, neurochirurgia 
ed ortopedia. I sintomi dell’embolia venosa 
consistono in: cianosi, perdita della cosci- 
enza, apnea, dispnea, convulsioni, midriasi, 
dolore toracico, agitazione incontinenza. 
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La cura, inclusa la respirazione artificiale 


e, in circostanze estreme, la tracheotomia, 
viene dettagliatamente esposta. Se, dopo 
due o tre minuti, il paziente non da segni 
di vita, occorre esporre il cuore, aspirare 
il ventricolo destro e far giungere di nuovo 
il sangue al ventricolo sinistro col massag- 
gio cardiaco. L’aria puod entrare nel sis- 
tema arterioso: a) lasciando svuotare 
completamente una bottiglia si sangue nel 
corso d’una trasfusione intra-arteriosa 
retrograda; b) per aspirazione d’aria in 
una vena polmonare, o in una sua tribu- 
taria, durante un’operazione sul torace; 
c) e, accidentalmente, per |’introduzione 
di gas in una tributaria delle vene polmo- 
nari durante l’esecuzione di uno pneumo- 
torace artificiale. I sintomi caratteristici 
dell’embolia arteriosa sono: 1) la cute 
“marmorata”; 2) il segno di Leiber- 
meister; 3) bolle d’aria nel torrente san- 
guigno della parte superiore del corpo; 4) 
e (per quanto raramente osservate) bolle 
d’aria nelle arterie retiniche. La cura con- 
siste nel porre il paziente nella posizione 
descritta, nel somministrare ossigeno puro 
e nel praticare la respirazione artificiale. 
Se queste manovre falliranno, occorrera 
esporre il cuore ad aspirare il ventricolo 
sinistro. Se il sangue da iniettare (privato 
della schiuma) non sara sufficiente, se ne 
aspirera dal ventricolo destro e lo si iniet- 
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tera nel ventricolo sinistro, poi si pra- 
tichera il massaggio del cuore. 


SUMARIO 


O autor discuitet a embolia aérea em 
suao duas formas, venosa e arterial, cujas 
manifestacées clinicas sAo desiguais. O ar 
pode entrar no sistema venoso (a) durante 
a transfusdo do sangue de um doador; (b) 
durante a terapia fluida intravenosa con- 
tinua; (c) através de puncdes no tubo; 
(d) através do uso de uma bomba Martin 
para acelerar a transfusdo ou a infusao; 
(e) como resultado de um filtro bloqueado 
durante a transfusdo de sangue; (f) atra- 
vés de tentativas para apressar a trans- 
fusao ou a infusao; (g) através de tenta- 
tivas para se introduzir a canula em uma 
veia pouco cheia depois da remocao do 
torniquete (um érro imperdodavel) e (h) 
como resultado de se passar a ligadura de 
retencéo da canula através da paredo da 
veia, 

Outros métodos cirtrgicos e acidentes 
nos quais pode_ocorrer a embolia aérea 
pneumotorax artificial (relativamente 
frequente) ; toracospia (relativamente 
raro) ; varias operacdes pulmonares; an- 
giografia; operacées cardiacas; pneumo- 
periténio artificial; peritonioscopia ; opera- 
¢des abdominais (raro) ; lavagens do antro 
maxilar; do maxilar superior; 
operagdes do pescoco; ferimento do pes- 
coco no suicidio; mastectomia radical, e 
varias operacées obstétricas, ginecologicas, 
urolégicas, neurocirtrgicas e ortopédicas. 

As manifestagdes clinicas da embolia 
aérea venoso incluem a cianose, inconsci- 
éncia, apneia, dispneia, convulsées, dila- 
tacéo das pupilas, dér no térax, desasso- 
cego, incontinéncia. O tratamento, 
incluindo a respiracao artificial, e, em cir- 
cunstancias extremas, a traqueotomia, é 
descrito em detalhe. Se depois de dois ou 
trés minutos nao houver sinais de vida, 0 
paciente é virado de costas, 0 corac&o ex- 
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posto, o ventriculo direito aspirado, o 
coagulo é retirado e o sangue devolvido ao 
ventriculo esquerdo, com messagem car- 
diaca se necessario. 

De maneiro alguma a massagem car- 
diaca nao deve ser iniciada antes de aspi- 
rado coagulo. 

A embolia aérea arterial é causada por 
(a) permitindo-se que um frasco de san- 
gue se esvasie completamente durante a 
transfusao arterial retrégrada; (b) aspi- 
rando-se ar apara dentro de uma veia 
pulmonar ou tributaria durante uma ope- 
racao toracica, e ocasionalmente (c) a in- 
jecdo de ar dentro de uma tributaria 
venosa pulmonar durante a realizagao de 
pneumotorax artificial. Os sinais pagto- 
nomdnicos (1) enfisema subcuténeo; 


(2) sinal de Leibermeister; (3) bélhas de 


ar na corrente sanguinea da parte exterior 
do corpo, e embora raramente observado 
(4) bélhas de ar através dos vasos reti- 
nais. O tratamento consiste em colocar 0 
paciente na posicao descrita e administrar 
oxigénio puro e respiracao artificial. 

Se essas medidas falharem, coracdo 
deve ser exposto e o ventriculo esquerdo 
aspirado. Se nao houver sangue suficiente 
para se injetar depois do codgulo ter sido 
retirado, 0 sangue deve ser aspirado do 
ventriculo direito e injetado dentro do 
ventriculo esquerdo, depois do que deve-se 
proceder 4 massagem cardiaca. 
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Tuberculous Peritonitis in a Moribund Patient; 


Plication; Recovery 


THOMAS B. NOBLE, M.D., F.I.C.S. 
INDIANAPOLIS, INDIANA 


HEN it is reasonable to assume 

W ‘that there can be no spontaneous 

cessation of pathologic states 

whose existence can end only in death, the 

patient is said to be in a moribund condi- 
tion. 

It has been widely accepted that the fatal 

factors of peritonitis are three: intestinal 


obstruction, multiple abscesses, and much ; 


loss of peritoneal surface.’ 

In a case of tuberculous peritonitis one 
is confronted with all the problems asso- 
ciated with all other peritonitis, plus a few 
more.? 

The softening that occurs with all types 
of peritonitis at the areas of localization 
or abscess formation is observed wherever 
there are tubercles. This softening of the 
intestinal wall creates danger in handling 
the bowel. Tearing of the intestine in re- 
solving intestinal tangles must be avoided; 
and, with tuberculous peritonitis, this re- 
quires more than ordinary care and gen- 
tleness. 

The fibrinization of the peritoneum is 
great, general and diffuse where tubercu- 
losis is present. With other forms of in- 
fectious peritonitis there may be loops of 
intestine completely untouched by fibrin; 
but with tuberculous peritonitis there 
usually is a dulling of the peritoneal sheath 
that is universal. The peritoneum is 
sticky, even where it remains apparently 
intact. 

With tuberculosis, the invasion of the 
peritoneal surface by fibrin leads to an in- 
evitable and diffuse elimination of free 
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surface. Softening of the subperitoneal 
tissues accompanies this change and cre- 
ates more fibrin. The typical picture of 
tuberculous peritonitis is that of diffuse 
fibrinization of affected peritoneal surfaces 
with extraordinary fragility of the. intes- 
tinal structure. 

The measure of a method of treatment 
can be taken when the probable prognosis 
without its use is death. This case history 
demonstrates the story of tuberculous 
peritonitis, its response to multiple surgi- 
cal interventions, the obstruction disabil- 
ity from fibrin adhesion, the consequent 
reactivation of tuberculosis and the con- 
tinual descent toward death through intes- 
tinal obstruction. In this instance, recov- 
ery followed therapy properly aimed at all 
pathologic factors. 


REPORT OF CASE 


The patient, a man aged 23, arrived at the 
hospital on Dec. 3, 1955. He was ambulatory 
but should not have been so. His abdomen was 
so distended that his clothing could not be 
fastened. Immediate examination demon- 
strated the ladder pattern of small bowel dis- 
tended with gas. Succussion splash was elic- 
ited on both sides. 

The patient had been continuously ill for 
two years and had lost 50 pounds (22.7 Kg.). 

The temperature was elevated 1 degree, but 
there was no rigidity of the abdominal wall. 
The characteristic doughy feeling of perito- 
nitis was present. 

He had passed no gas in twenty-four hours; 
he had had no bowel movement of any kind, 
and peristalsis was not evident. He stated 
that his illness had begun in May 1953. From 
May 9 to August 28 of that year there had 
been three operations at Great Lakes, Illinois. 
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Fig. 1.— A, scissors pressed gently (right) 
against sigmoid (left) loop of small bowel fused 
to abdominal wall and everything surrounding 
it, including sigmoid. Diffuse and completely 
covering fibrinization of all intestinal peritoneum 
can be seen. B, dense fibrin bands covering small 
bowel and penetrating peritoneum. With tuber- 
culosis, these may soften subperitoneal struc- 
tures so that, after dissection, nothing is left on 
either side but mucosa. Blunt dissection then be- 
comes dangerous. 


He next entered the Bethesda Naval Hos- 
pital, Bethesda, Maryland, on Oct. 15, 1953, 
and stayed there until March 1954. He then 
entered the Mount Alto Hospital, Washington, 
D. C., and remained there from March 28 to 
April 28, 1954. There two operations were 
said to have been performed. His trouble had 
begun with what was presumed to be appen- 
dicitis, and obstruction had necessitated fur- 
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ther operations, at which the adhesions were 
recognized. 

Next, from June 15 to July 25, 1954, he 
was in the Evans Hospital, Middleborough, 
Kentucky. From there, where he remained 
until August 20, he was referred to the Way- 
side Hospital, Lexington, Kentucky. The 
question of the complaints being due to psy- 
chosis was raised; shock treatment was given, 
followed by further therapy along that line. 

From Sept. to Oct. 5, 1955, he was in the 
Piqua Memorial Hospital, Piqua, Ohio. 
There he underwent another operation for 
adhesions. He entered the Casualty Hospital, 
Washington, D. C., on November 20 and re- 
mained there until December 2. 

He entered the Methodist Hospital, Indian- 
apolis, Indiana, on Dec. 3, 1955, and remained 
there until December 20. The following oper- 
ation was performed and the photographs 
taken on December 5, in Indianapolis.* 

The diagnosis of multiple obstructions due 
to adhesions was easily made. The probability 
of tuberculous peritonitis entered the picture 
because of the condition of the abdomen on 
palpation. Preparatory treatment was under- 
taken without intubation. 

Although intubation extracts fluid, electro- 
lytes, and protein from the patient, it may 
be vitally essential in any case. With these 
patients I try to-avoid it if possible. In this 
case it was not essential. 

An ampule of pituitrin was given every 
hour, and a 15 mg. prostigmine tablet was 
given every four hours. These immediately 
created violent peristalsis and collapse of the 
abdomen from liquid stools. 

I began this practice thirty-six years ago 
and have not observed any untoward accident 
or harm to the patient. I have not encoun- 
tered aggravation of any coronary disease; 
I have observed no cerebral accident; there 
has been no intestinal perforation or worsen- 
ing of the patient’s condition from the use of 
pituitrin.? 

Within forty-eight hours the abdomen was 
flat and empty of gas and water. Then the 
patient was taken to the operating room, and 
a midline incision was made through former 
scars. The photographs illustrate, more effec- 

*On unknown dates during the two years of illness this 
patient, a naval veteran, said that he was “in the Johnson 
City, Veterans Hospital, Johnson City, Tennessee, the Louis- 
ville Veterans Hospital, Louisville, Kentucky, and the Dur- 
ham Veterans Hospital, Durham, North Carolina.” He 


forgotten the dates and durations of these experiences for 
the treatment of his present complaint. 
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tively than words, the course of the surgical 
experience and the pathologic states. 

There was great difficulty in securing entry 
into the abdomen, because the anterior abdom- 
inal wall was intimately fused with the wildest 
array of intestinal loops. 

Although most of the tuberculous peritoni- 
tis was represented by abscesses at the root 
of the mesentery, its presence can be observed 
in some of the pictures. 

Though I have always preferred an ap- 
proach to the ileocecal junction as early as 
possible,? in such a severely ill patient it can- 
not be done. The maze of intestinal fusion is 
such that it has to be transversed by dissec- 
tion before the ileocecal region can be reached. 

It has long been recognized that perforation 
of the intestine in the presence of tuberculous 
peritonitis will probably result in fistula 
through failure of union. Interrupted sutur- 
ing with nonabsorbable material here spells a 
threatened disaster. It is not advisable in 
any plication.* 


I have learned that, when loss of substance ~ 


leaves only mucosa after dissection liberation 
of an intestinal tangle, there need be no fear 
of fistula or perforation. Plication can be 
done so that every weak spot is fixed against 
the sound substance of another loop of intes- 
tine. Resection has been avoided; it is almost 
never necessary when plication is used prop- 
erly. 

For the safe union of edematcus small 
bowel in which necrosis requires resection, I 
developed what I call “wing-anastomosis” 
many years ago.® Poth modified wing-anasto- 
mosis, but his technic places weakness where 
stress is greatest and so misses the real serv- 
ice so badly needed in these situations. I have 
observed that the original wing-anastomosis 
is best when tuberculous peritonitis is present, 
when there has been loss of a long segment 
of bowel from necrosis in the presence of dis- 
seminated peritonitis, or when a cicatrix ne- 
cessitates short-circuiting an inflamed bowel. 

When peritonitis from any source is present 
along the full length of the small bowel, it 
becomes imperative not to sacrifice, needlessly, 
a loop of bowel, and to avoid resection if pos- 
sible. No bowel was resected in this case, even 
though much of the small bowel had nothing 
left but mucosa after dissection liberation. 

It is obvious that handling intestine as 
badly damaged as this will be accompanied 
by tremendous serous exudation, blood loss, 
loss of protein, electrolytes, etc. This is antici- 
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Fig. 2.—A, rough, granular remnant of mesen- 
teric abscess at bottom of which this loop was 
stuck. Great delicacy in handling is most im- 
portant; therefore, author uses no “lap sponges,” 
which could easily tear through this softened, 
damaged bowel before it is reached. B, photo- 
graph, three loops of bowel covered by a fibrin 
plaque, appearing as one loop. Obstruction-dis- 
tention of bowel and intense injection of its blood 
vessels are evident, as is ecchymosis resulting 
from dissection-liberation. 


pated, and replacement therapy was given in- 
travenously at the beginning of the operation, 
so that at no time was any shock evident. 
There is a rule-of-thumb measure that 
serves here: If the intravenous fluid is flowing 
in at the desired and proper rate, the intestine 
becomes wet and more difficult to handle; if 
the intestine remains dry and sticky and is 
easy to handle, the patient will suffer shock. 
The trauma of dissection liberation is the 
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best treatment for tuberculous peritonitis. It 
used to be said that opening the abdomen for 
the entry of air was adequate, but time has 
passed; surgeons now know better. They 
know that if they can produce a congestive 
inflammation at the sites of all tuberculous 
lesions, they can promote recovery. Thus, the 
trauma of dissection here becomes an impor- 
tant part of treatment of the patient’s tuber- 
culosis. Previous operations, no doubt, bene- 
fited this condition, but reformation of the 
intestinal tangle and the increasing intestinal 


Fig. 3. — A, ‘dissection of a loop of small bowel, 
held by an unfastened Allis clamp. Note line of 
union between small bowel and sigmoid, held in 
surgeon’s fingers, demonstrating intimate fusion 
that can be separated only by sharp and danger- 
ous dissection. B, small bowel, freed from the 
sigmoid, as it is partially restored to abdomen 
down to left. Note thick, rough, corrugated 
peritoneum. 
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obstructions brought about reactivation of 
the infection. Peritonitis of all kinds subsides 
quickly in the absence of obstruction.* In the 
presence of any degree of obstruction, it will 
continue indefinitely.7 

Continuous plication of all of the small 
bowel was done from the ileocecal end to the 
ligament of Treitz. As it has been said else- 
where, we prefer continuous suture and, in 
this case, the use of absorable material, of 
course.§ 

Thomeret of Paris® has made a worth-while 
suggestion as to the technic of plication. He 
has recommended the plication of all the small 
bowel and does not sew the mesentery. He is 
convinced that this is needless, and his results 
are excellent and statistically identical. 

Since here the root of the mesentery almost 
universally!® showed caseous, tuberculous 
abscesses almost throughout, and large ves- 
sels were very near to the crumbly material 
that would have had to be sewn if my pre- 
ferred method had been followed, I chose to 
plicate the small bowel throughout its length, 
suturing only along the intestinal mesenteric 
line, according to Thomeret’s contribution. 

Some say that a definite opening should be 
made at each apex of each wing of plication, 
but I have maintained that in every case the 
mechanical indication, not the fixed rule,! 
should guide the surgeon. 

It is of the-vreatest importance that the 
wing of plication next to the cecum be guided 
right. I have seen some patients in whom 
plication had been done with the apex of the 
first wing next to the cecum, heading into the 
pelvis. This creates a certain degree of par- 
tial obstruction at the ileocecal region, and | 
the symptoms continue. I recommend that the 
wing of ileum next to the cecum be plicated 
parallel to the cecum, so that the apex of that 
wing is toward the patient’s chin.!” 

Before the operation, pituitrin and prostig- 
mine had been effectively used. These were 
continued by hypodermic immediately after 
the operation.}% 

In my opinion, excess gaseous distention 
after plication might possibly tear loose the 
intestinal suturing. When tuberculosis is pres- 
ent, consequent rupture of the intestine could 
be fatal. I have not encountered this calamity 
and continue the aggressive use of pituitrin 
as a preventive. 

This patient was watched carefully and 
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continuously. Pituitrin was given every hour. 
Prostigmine was added every four hours, 
orally, after the second day. 

Levine suction was used for twenty-four 
hours. I did not favor Miller-Abbott suction, 
because the plication extended to the ligament 
of Treitz, and the soft, tuberculous intestine 
might be damaged by a foreign body. 

After the Levine suction was discontinued, 
the administration of liquids was begun. Ac- 
tive peristalsis could be heard, always accel- 
erated by pituitrin. There was no vomiting. 

The patient had been in a number of hos- 
pitals and had undergone some seven opera- 
tions in the past two years. He was watched 
closely, and it was observed that there was a 
relation between his complaint and the nar- 
cotic relief of symptom. 

All narcotic relief was stopped before the 
first forty-eight hours had passed. It was ex- 
plained that his pain was tolerable, that pitui- 
trin would aggravate it, but that he was to 
learn to do without the narcotic crutch. He, 


too, wished to avoid that evil possibility, and 


pituitrin hyperperistalsis is always painful. 

The traumatic peritonitis was expected to 
produce ileus and distention if not prevented. 
Only under pituitrin and prostigmine was 
peristalsis obtained during the first few days. 
Although the abdomen showed rigidity and 
doughiness, it was kept flat at all times, and 
I was sure that there had been no danger of 
plication separation due to distention of loops 
of bowel.? 

A unique result of the combination of 
prostigmine and pituitrin was observed. On 
the seventh day, after bowel movements had 
begun (the first two bowel movements occur- 
red on the third day), I noted a slowing of 
the pulse rate to 48. This is the only instance 
of bradycardia I have observed, although I 
have used many thousand ampules of pituitrin 
in the treatment of peritonitis over the past 
thirty-six years. 

Withdrawal of pituitrin and prostigmine 
for two hours allowed the pulse to return to 
normal, and pituitrin was continued. The 
prostigmine was withdrawn and not used 
again. 

On the tenth day the patient was ambula- 
tory and free from pain, and semisolid stools 
were passed three times a day, the patient 
following a regular diet. He demolished a 
basket of fruit without causing undue disten- 
tion; oranges, bananas, apples, grapes and 
figs. He was 23 years old, and hungry! 
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Fig. 4. — A, distended small bowel resembling 
colon. With such distention these loops may be 
fused to collapsed loops and may be close to or 
widely separated from other adherent loops, but 
held together by abscess formation. B, dense 
fibrin destruction of peritoneum with splitting 
of fibrin, demonstrating obvious danger of fis- 
tulous and artificial entry into bowel. To left, 
bowel is represented only by mucosa. 


The prognosis is recovery of a normal 
physiologic function of his intestinal tract. 
There was no discovered evidence of pulmo- 
nary lesion or other focus of tuberculosis. We 
expect and hope to hear of continued recovery. 
The expectation represents the statistical re- 
sult of thirty-six years, as has been reported.!4 


COMMENT 


The photographs show a state of tuber- 
culous peritonitis and adhesive multiple 
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Fig, 5. — A, typical picture of fibrin associated 
with tuberculous peritonitis. As dissection pro- 
gresses, rough, contracted remnants of adhesions 
make this resemble a volcanic flow. B, wings of 
plication, some of which are shorter than others 
owing to condition of mesentery and intestine. Of 
greatest importance is plication of first wing 
next to cecum. This wing must be plicated paral- 
lel to cecum, with its apex toward chin of patient. 


obstructions that were classed as hope- 
less when first seen. The continuous ex- 
periences of this patient in many hos- 
pitals, including many operations, did not 
prevent the progress of this complex dis- 
ease from causing peritonitis and adhe- 
sion fixation of the small bowel in mul- 
tiple obstructions. Plication had not been 
tried. 
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I am convinced that the only treatment 
of such a disease consists of three equally 
important efforts: 

The first, most difficult and most dan- 
gerous consists of surgical resolution of 
the intestinal tangle. (Preoperative prep- 
aration is included.) Most of the opera- 
tive time (80 to 90 per cent) is consumed 
by dissection. To do this most difficult 
and dangerous procedure and then stop is 
actually to increase the same pathologic 
disorder one is treating. 

The second therapeutic step is the only 
existing prevention of return of the intes- 
tinal tangle and the obstructions. Plica- 
tion of all small bowel is a simple, easy 
procedure, quickly done. 

The third active therapeutic measure is 
the maintenance of collapsed bowel, hy- 
perperistalsis being obtained by pituitrin 
until all small bowel has returned to quiet, 
easy function. 

No such thing is known as the preven- 
tion of adhesions’ where such disease 
exists; therefore, plication to control ad- 
hesion and thereby prevent obstruction is 
now well established. 


Fig. 6.—Photograph taken tenth day. No pro- 
trusion or fixation with lack of respiratory move- 
ment is evident. Regular bowel movements fol- 
low regular diet, and immediate return of normal 
intestinal physiologic picture is anticipated, a 
prognosis supported by adequate evidence. 
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The unbroken history of illness in the 
case here reported serves to accentuate 
the value of the three-pronged attack 
against this most serious condition. That 
there is a need for wider use of plication 
and understanding of its technic and use- 
fulness is obvious. 


SUMMARY 


The diagnosis was made of tuberculous 
peritonitis in a moribund patient whose 
history revealed seven previous opera- 
tions for release of adhesions and obstruc- 
tions. No previous attempt at plication 
was made, so that the pathologic state be- 
came worse. 

The treatment of tuberculous peritoni- 
tis is preoperative preparation, complete 
resolution of the intestinal tangle, plica- 


tion of the entire small bowel and post- — 


operative use of pituitrin and prostigmine 
to maintain a collapsed bowel with hyper- 
peristalsis. 

The aforementioned case of extremely 
advanced tuberculous peritonitis is de- 
scribed. Photographs of the pathologic 
condition demonstrate the mechanical 
factor involved, the complex tangle of in- 
testine to be resolved and the fragility of 
the mesentery and peritoneal structure 
due to adhesions, abscesses and tubercles; 
thus the logic of the only successful plan 
of treatment is demonstrated. 

Thomeret’s suggestion of plicating the 
entire small bowel by suturing only along 
the intestinal mesenteric rim, without 
suturing the mesentery, is discussed and 
evaluated. 


ZUSAM MENFASSUNG 


Im Falle eines moribunden Kranken, 
dessen Vorgeschichte mehrere Operationen 
zur Lésung von Verwachsungen und 
Darmverschliissen aufwies, wurde die 
Diagnose einer tuberkulésen Bauchfellent- 
ziindung gestellt. Es waren vorher keine 
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Einfaltungsversuche gemacht worden, und 
infolgedessen verschlechterte sich der 
Krankheitszustand. 

Die Behandlung der tuberkulésen Bauch- 
fellentziindung besteht in praoperativer 
Vorbereitung vélliger Lésung der Darm- 
verwachsungen, Einfaltung des gesamten 
Diinndarms und in Verabreichung von 
Pituitrin und Prostigmin nach-der Opera- 
tion, um Kollaps und Hyperperistaltik des 
Darms zu erhalten. 

Es liegt eine genaue Beschreibung des 
oben erwahnten Falles von dusserst vorge- 
schrittener Bauchfelltuberkulose vor. Pho- 
tographien stellen die mitspielenden me- 
chanischen Faktoren, die zu beseitigende 
komplizierte Verschlingung des Darms, 
die Briichigkeit des Mesenteriums und des 
Bauchfells als Folge der Verwachsungen, 
sowie Abszess—und Tuberkelbildungen 
dar. Daraus geht die einzig logische 
Méglichkeit eines aussichtsreichen Be- 
handlungsplanes hervor. 

Thomerets Vorschlag den gesamten 
Diiunndarm durch Nahte ausschliesslich 
am mesenterialen Darmrand einzufalten, 
ohne das Mesenterium selbst zu néhen, 
wird erértert und auf seinen Wert hin 
untersucht. 


RESUME 


La péritonité tuberculeuse fut diago- 
nisée dans le cas d’un malade moribond, 
qui avait deja subit 7 opérations pour le 
soulagement des obstructions. La condi- 


tion pathologique était grave. L’auteur 
présente certains points de vue pré et post 
opératoire. 

Le traitement de la peritonité tubercu- 
leuse consiste d’abord d’une préparation 
pré-opératoire, de la résolution des intés- 
tins plication (petit intestin), et de |’ad- 
ministration post-opératoire de pétuitrin 
et de prostignine pour maintenir collapsus 
et hyperpéristaltisme de |’intestin. 

L’auteur discute ce cas de peritonité 
tuberculeuse qui était (fut) éxtremement 
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avancé. Des photos de la condition patho- 
logique démontrent la facteur méchanique, 
la position éxacte des intestins, la fragilité 
des tructures mésenteriques et perito- 
néales. 

L’autuer discute aussi la méthode la plus 
logique qui fournit les meilleurs resultats. 

Certaines méthodes de plications sug- 
gérer par Thomeret sont évaluées. 


RIASSUNTO 


Venne fatta diagnosi di peritonite tuber- 
colare in un paziente morente, la cui an- 
amnesi aveva dimostrato precedenti inter- 
venti per aderenze e occlusioni, ma in cui 
non era mai stato fatto alcun tentativo 
di plicatio intestinale cosicché la condi- 
zione si era aggravata. 

La cura della peritonite tubercolare con- 
siste nella preparazione preoperatoria, 
nella completa risoluzione delle torsioni, 
nella plicatio di tutto il tenue e nell’impie- 
go di pituitrina e prostigmina per man- 
tenere |’intestino vuoto e in attivita. 

Descritto questo caso di peritonite tu- 
bercolare molto grave, ne vengono pre- 
sentati documenti fotografici che dimos- 
trano l’estensione della lesione, i disturbi 
meccanici, il completo attorcigliamento 
dell’intestino, la fragilita dei tessuti con- 
seguente alle aderenze, ai tubercoli e agli 
ascessi. 

Viene, infine, discusso il metodo di 
Thomeret che consiste nella plicatio di 
tutto il tenue suturando il margine mesen- 
terico di esso ma senza suturare il mesen- 
tere. 
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own. 


“Reading them now,” he writes, “I think it is just to recognize 


that credit for the original use of valves in jejunostomy belongs to Dr. 


Perl. 


His technic is better than the one I have described, because he 


makes an intussusception of the valve in the direction taken by the in- 
testinal peristalsis, while I only buried the valves—which may be done 


in the peristaltic direction or not.” 
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Duodenal Ulcer: 


End Results in Vagotomized Patients 


BENJAMIN GOLDMAN, B.Sc., M.D., F.A.C.S., F.I.C.S.,* AND 


the first successful vagotomy performed 

on a human subject. Since then, the 
many operative series that have been re- 
corded and appraised have led to a pro- 
longed debate on the proper management 
of duodenal ulcer. The proponents of gas- 
tric resection have insisted that it is the 
proper surgical treatment, and only lately 
have they been willing to concede that 
vagotomy is an indicated added procedure. 
Those who advocate vagotomy and asso- 
ciated drainage operations have been 
equally firm. From the welter of literature 
which has been published, it is now clear 
that the physiologic aims, the surgical in- 
dications and the morbidity and mortality 
associated with all gastric surgical proce- 
dures are so well established that there 
should be no controversy as to the needs 
of the 15 per cent of patients with duo- 
denal ulcer who eventually require sur- 
gical treatment. It is pertinent, however, 
to review the more important contribu- 
tions to the literature that have helped to 
establish the present acceptance of vagot- 
omy in the treatment of duodenal ulcer. 
In October 1947, Moses,? writing one of 
the earlier critiques, stated that vagotomy 
owed its popularity to the immediate and 
delayed imperfections of gastric resection. 
These imperfections were postoperative 
recurrent and marginal ulcers, nutritional 
impairment, dyspepsia, defective fat ab- 


[" 1943, Dragstedt and Owen! reported 
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sorption, secondary anemia, incomplete 
relief of pain and subsequent hemor- 
rhages, together with “vagotonic symp- 
toms,” the incidence of which was collec- 
tively 15 per cent. He was among the first 
to point out that gastric ulcer should never 
be treated other than by gastrectomy, 
especially in patients over the age of 35. 
He concluded that vagotomy is indicated . 
as a procedure of choice for marginal and 
duodenal ulcers, especially those penetrat- 
ing the pancreas or involving the area of 
the common duct, because these ulcers con- 
tribute most to the mortality rate and to 
technical difficulties. Weinstein and Colp,* 
in the same year, were impressed by the 
immediate reltef of pain following vagot- 
omy. They obtained satisfactory results 
with vagotomy in the treatment of gastro- 
jejunal ulceration following subtotal gas- 
tric resection and were convinced that the 
psychic and chemical phases of gastric 
secretion had been reduced or markedly 
negated. 

Meyer, Rosi and Stein,‘ in 1948, re- 
ported a series of 35 patients with severe 
ulcer diathesis in whose cases the indica- 
tions for surgical intervention were based 
upon prolonged periods of ulcer symptoms 
with one or more complications. After 
vagotomy, all patients had immediate re- 
lief of ulcer pain for the first time in many 
years, and 31 of the 35 were leading unre- 
stricted normal lives. Ulcer management, 
including dietary and medical treatment, 
had been completely eliminated. Ruffin and 
White,® discussing the status of vagotomy 
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in 1948, on the basis of experience with 50 
patients, concluded that vagotomy, with 
either gastroenterostomy or pyloroplasty, 
was indicated in cases of duodenal ulcer 
in which there was obstruction, hemor- 
rhage, intractability of the lesion or debili- 
tation of the patient. In the same year, 
Moore® reviewed a group of 116 patients 
operated on from five to forty-five months 
prior to the survey. Of these, 99 were 
operated on for duodenal ulcer, 91 of 
whom. had undergone transthoracic vagal 
resection with no other procedure. Vagec- 
tomy with gastroenterostomy had been 
performed on 8 patients, in 4 instances 
transabdominally. Successful outcome 
(i.e., no recurrence) occurred in 103 pa- 
tients, approximately 89 per cent of the 
series. About the same time, Collins, Crile 


and Davis’ reported the cases of 240 pa- - 


tients who had been subjected to bilateral 
vagotomy at the Cleveland Clinic Hospital. 
There were 5 failures, which were ascribed 
to the probability that the vagotomies were 
incomplete. 

Early in 1949, Aaron, Lipp and Milch,® 
in a review of the newer aspects of peptic 
ulcer, discussed vagotomy in general and 
the report of the committee on ulcer in 
particular. In their opinion, the immediate 
relief of ulcer pain by vagotomy was spec- 
tacular and indicated that if the procedure 
is to be done it seems reasonable to employ 
it in conjunction with some sort of drain- 
age operation. While they admitted that 
the advantage of the combined procedure 
over gastric resection remained to be 
proved, they stated that vagotomy has a 
special value in the treatment of marginal 
ulcers and recommended that it should be 
tried in such cases, because of the tech- 
nical difficulties inherent in the direct 
surgical attack on these lesions. Crile, 
Jones and Davis,’ in the midyear of 1949, 
reported a series of 174 cases of intracta- 
ble duodenal ulcer. They observed that 
the postoperative courses of the patients 
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who had undergone vagotomy and pyloro- 
plasty or gastroenterostomy was little dif- 
ferent from those of patients on whom gas- 
tric resection or gastroenterostomy alone 
had been performed. The striking differ- 
ence between the two groups was the 
control of pain, and, although ulcer-like 
distress often persisted after gastric re- 
section or after gastroenterostomy alone, 
it was rarely observed after vagotomy. 
They reported that, after experience in the 
technic had been gained by operations on 
a number of jejunal ulcers, they decided 
to employ vagotomy in the treatment of all 
duodenal ulcers, and no further gastric 
resections were performed. Neither were 
vagotomies employed in the treatment of 
duodenal ulcer during the period when 
gastric resections were being done. There- 
fore, the two series represent a consecutive 
rather than a selective group of cases. The 
mortality rate in the vagotomy series was 
1.1 per cent, as compared to 3.4 per cent 
in patients subjected to gastroenterostomy 
or gastric resection. The conclusion was 
that, in the first eighteen months after 
operation, vagotomy in conjunction with 
gastroenterostomy or pyloroplasty had 
given better results than had gastric re- 
section or gastroenterostomy. 

Grimson, Rundles, Baylin, Taylor and 
Linberg’® discussed their clinical experi- 
ences during a four-year period from a 
study of 104 patients who had intractable, 
frequently recurring or complicated peptic 
ulcer for which they were treated by va- 
gotomy alone between June 1944 and Feb- 
ruary 1948 and followed through June 
1948. They concluded that, although va- 
gotomy with gastroenterostomy yielded 
good results in one-half of the patients, the 
poor results in the remaining one-half, in- 
cluding retention and other symptoms, 
indicates that vagotomy alone has not 
been a satisfactory surgical treatment for 
duodenal ulcer. They suggest that gastro- 
enterostomy be done in addition to vagot- 
omy in those few instances in which this 
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operation is selected in preference to gas- 
tric resection. They noted that the side 
effects of vagotomy seem to diminish or 
disappear with the passage of time after 
the operation. 

By January 1950, Collins, Crile and 
Dempsey" were able to report an experi- 
ence of thirty-nine months with 360 pa- 
tients at the Cleveland Clinic Hospital who 
had been subjected to bilateral vagotomy 
for complicated peptic ulcer. This report 
appraised the first 100 consecutive patients 
who had undergone the combined proce- 
dure for complicated duodenal ulcer. Of 
this number, 73 underwent bilateral va- 
gotomy plus gastroenterostomy, and 20, 
bilateral vagotomy plus pyloroplasty. They 
had been followed from twelve to twenty- 
nine months, with an average period of 
twenty months. The mortality rate was 1 
per cent. Patients who were considered to 
have excellent or satisfactory results fol- 
lowed no diet, took no medicine and had 
no significant symptoms. The authors 
cited Renshaw and Beck,!? who reviewed 
twenty-five years of experience with con- 
ventional procedures (i.e., gastrectomy or 
gastroenterostomy alone) at the Cleveland 
Clinic Hospital and commented that the 
patients treated by vagotomy obtained 
better results than those treated by con- 
ventional operations in the same hospital 
and followed for a similar length of time. 
Therefore, when an elective operation is 
indicated for complicated duodenal ulcer, 
bilateral vagotomy plus gastroenterostomy 
or pyloroplasty is their procedure of 
choice. In a paper devoted to the technic 
of vagotomy and gastroenterostomy for 
the treatment of duodenal ulcer, Crile™ 
pointed out four significant causes of fail- 
ure: 1. Patients with minimal signs and 
symptoms of this disease should not be 
vagotomized, since their condition is usu- 
ally functional and the results are bound 
to be poor. 2. Vagotomy should not be used 
alone. 3. Duodenal ulcer and gastric ulcer 
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should never be considered together from 
the standpoint of treatment. To avoid the 
side effects of vagotomy, such as gastric 
retention, gastroenterostomy should be 
employed. The stoma should be placed in 
the most dependent portion of the dener- 
vated stomach; the gastroenterostomy 
should be posterior and antiperistaltic. 4. 
The vagotomy must be complete, so that 
the vulnerable gastroenterostomy will not 
suffer from recurrent ulceration. 

An interesting contribution to the liter- 
ature is a paper by Healy, Hellman and 
Sauer,'* in which the authors compared 
the relative effectiveness of vagotomy 
alone in 54 patients with that of gastric 
resection in 263 patients. It was not long 
after the publication of this article that 
there appeared an editorial in Gastroen- 
terology, based on the Healy, Hellman and 
Sauer article’* and entitled “Pessimistic 
Report of Vagotomy.” The editor ob- 
served that the vagotomies were per- 
formed transthoracically without a con- 
current abdominal operation and granted 
that this was not an ideal procedure. 
Shortly thereafter, and in the same jour- 
nal, the Healy, Hellman and Sauer paper™ 
and the editorial “Gastroenterology” 
were answered by Crile, Hoerr and Col- 
lins,'® who pointed out that there could be 
no validity in statistics based on such a 
small series and on an obsolete procedure. 

During 1951, Dragstedt and Woodward!" 
evaluated the status of vagotomy on the 
basis of seven years of experience with 
620 vagotomies. As a result of their stud- 
ies, they concluded that complete supra- 
diaphragmatic transabdominal vagotomy 
combined with gastroenterostomy is rela- 
tively safe and should replace subtotal 
gastrectomy as the initial definitive sur- 
gical treatment for duodenal, gastrojeju- 
nal and certain esophageal ulcers. They 
indicated that the complications of vagot- 
omy can be controlled or eliminated by 
gastroenterostomy and adequate postoper- 
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ative decompression and that recurrent 
duodenal or gastrojejunal ulcer is almost 
invariably due to incomplete vagotomy. 
They pointed out that the deviation of the 
alkaline juices of the duodenum away from 
the anastamosis caused by enterostomy in 
association with gastroenterostomy for 
duodenal ulcer is a mistake and can be ex- 
pected to lead to the development of stomal 
ulcer in spite of complete vagotomy. This 
is in accordance with the Mann-William- 
son phenomenon. Their data also sup- 
ported the concept of duodenal ulcer as of 
psychosomatic or nervous origin. Most 
important of all, they emphasized the cor- 
rosive action of the hyperacid gastric juice 
on the gastric mucosa. Dragstedt!® re- 
stated the role of gastric secretions in the 


production of ulcer and went into detail — 


as to the production of ulcers in animals. 
He demonstrated that removal of the gas- 
tric antrum alone does not cure duodenal 
ulcer. Patients so treated show a high in- 
cidence of recurrence of stomal ulcer. 
While he found it possible in experimental 
animals to produce hypersecretion of hor- 
monal origin, there was no evidence that 
hypersecretion of hormonal or antral ori- 
gin occurs in man. He stated that hyper- 
secretion is the chief abnormality in pa- 
tients with duodenal ulcer; that it is en- 
tirely of nervous origin and may account 
for 80 per cent of the total acid output of 
the stomach; it can be abolished by com- 
pletely dividing the vagus nerves to the 
stomach. The chief postoperative compli- 
cation is gastric stasis, which can be pre- 
vented by gastroenterostomy. 

In reporting their experiences with 600 
vagotomies, Stempien, Wilkins and Wein- 
berg’® expressed the opinion that success 
in the management of duodenal ulcer de- 
pends upon (1) careful selection of pa- 
tients based on sorting out those who have 
true organic symptoms from those whose 
symptoms are psychosomatic; (2) the skill 
of the surgeon in securing a complete va- 
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gotomy; (3) the incorporation of drain- 
age procedures, and (4) postoperative 
management until gastrointestinal func- 
tion has been reestablished. In their 
opinion, this procedure is valuable in cases 
of intractable ulcer, hemorrhage or ob- 
struction; for patients with a history of 
multiple perforations, and for anastomotic 
ulcers as well as for diagnostic explora- 
tion. For patients with obstruction, pyloro- 
plasty is their preferred procedure in ad- 
dition to vagotomy, since pyloroplasty pro- 
vides an opportunity to expose the ulcer 
and permit accurate localization. In their 
opinion pyloroplasty provides a lessened 
tendency to the dumping syndrome and a 
reduced frequency of postoperative gas- 
tritis or anastomotic ulcer. They empha- 
sized the necessity of thorough postopera- 
tive care, including maintenance of 
normal fluid and electrolyte balance. 

Grimson, Rowe and Taylor?’ reported 
their results with vagotomy during seven 
years, with special reference to their clin- 
ical observations and tests of gastric se- 
cretions. There was 1 death in their series 
of 175 patients. Their experiences indi- 
cate that vagotomy and gastroenterostomy 
can be performed with a lower mortality 
rate than gastrectomy ; that there is a low- 
ered incidence of serious complications 
and recurrence; that the beneficial effects 
of vagotomy persist, and that insulin tests 
from three to seven years after vagotomy 
reveal no free acid or less free acid than 
in controlled patients. 

Dorton, Webb and Royalty?! reported 
on vagotomy performed alone and in com- 
bination with drainage procedure, 61 times 
for the treatment of peptic ulcer. Of the 
61 patients, 10 with bleeding duodenal 
ulcer were treated by vagotomy and py- 
loroplasty. These were followed up to 
eighteen months, and there had been no 
recurrence of bleeding or other symptoms 
and no mortality up to the time of writing. 
The authors made a plea for immediate 
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operation (vagotomy and pyloroplasty) 
on patients of this type as soon as ade- 
quate blood substitution can be provided 
so that the bleeding point can be con- 
trolled. 

Postoperative roentgen studies by Wil- 
kins2? indicate that vagotomy alone with- 
out gastroenterostomy or pyloroplasty has 
resulted too frequently in prolonged gas- 
tric retention. Often an additional sur- 
gical procedure is necessary to establish 
gastric drainage. Barium leaves the stom- 
ach more slowly after pyloroplasty than 
after gastroenterostomy. This is true par- 
ticularly in the early weeks after an oper- 
ation. This slowing of emptying time is 
usually asymptomatic and in most cases 
returns to normal within four to six 
months. 

Banzet?* advocated the use of vagotomy 
and gastroenterostomy for very difficult 
ulcers, especially when the infiltration is 
so far to the right that it involves the gas- 
trohepatic ligament and endangers the 
common duct. 

Stempien and Weinberg,”* after an ex- 
perience with duodenal ulcer in 700 pa- 
tients, stated their conviction that recur- 
rent ulceration following vagotomy is 
evidence of incomplete vagotomy. 

Walters and Chance*> have continued to 
use gastroenterostomy with and without 
vagotomy in those cases in which gastric 
resection seems to carry an unreasonable 
risk. They do not favor the so-called exclu- 
sion operations in which the pylorus is 
allowed to remain, even though the mucous 
membrane is removed, in the course of a 
gastric resection. It is practically never 
used by them for large duodenal ulcers, 
because of the high incidence of gastroje- 
junal ulcers reported by others when the 
pylorus is left behind. 

Dragstedt® pointed out some of the de- 
tails in connection with vagotomy. He in- 
sisted that the vagus section be supradia- 
phragmatic, because it is easier to obtain 
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and divide all of the fibers of the vagi at 
that level, whereas at the gastric level it 
is almost impossible to isolate all fibers 
which have spread out in front and behind 
the lesser curvature of the stomach. In his 
opinion, surgeons who have not secured 
good results have performed the vagotomy 
at the subdiaphragmatic level. He empha- 
sized the importance of proper case selec- 
tion, indicating that gastric ulcers and ac- 
tively bleeding ulcers should be treated by 
resection; that vagotomy and gastroenter- 
ostomy be reserved for the treatment of 
duodenal ulcers. He expressed preference 
for a small posterior gastroenterostomy 
placed at the most dependent portion of 
the stomach. Finally, he stated that post- 
operative management should include gas- 
tric intubation and decompression for five 
days, care being taken that the fluid-elec- 
trolyte balance is maintained. 

Weinberg,?? in a study covering 481 
cases, stated that his mortality rate in va- 
gotomy and pyloroplasty was less than 0.5 
per cent and that this procedure was effec- 
tive in patients with duodenal ulcer with 
bleeding, obstruction and repeated per- 
forations. He was impressed by the imme- 
diate relief of pain given by vagotomy; by 
the gain in weight, and by a recurrence 
rate of less than 5 per cent. He was con- 
vinced that recurrence is due to incomplete 
vagotomy. In the total group of operations 
performed which are subject to review, 
with and without drainage procedures, 
there have been 4 surgical deaths in 800 
operations. He expressed the opinion that 
the effects of vagotomy are lasting, judg- 
ing from roentgen examinations and insu- 
lin tests performed as late as five years 
after the operation. 

As the literature of the past three years 
is studied, it is evident that there has been 
an increasing awareness and acceptance of 
Dragstedt’s original hypothesis; namely, 
that duodenal ulcer is the result of hyper- 
secretion of neurogenic origin. Stempien?® 
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has maintained that duodenal ulcer is the 
result of stress. “The rationale of vagot- 
omy has its support in the recognition that 
the primary disturbance in the ulcer pa- 
tient is not in his stomach but in his 
brain.” A more practical support for va- 
gotomy is the nonrecurrence of ulcer when 
this operation is complete. Stempien 
pointed out that there must be very care- 
ful selection of patients. Those who have 
complications are readily selected for op- 
eration; the more difficult problem arises 
with patients who have so-called intracta- 
ble ulcer, and only after failure of the most 
intensive kind of anti-ulcer therapy should 
these patients be subjected to operation. 
He also emphasized the necessity for care- 
ful postoperative management. 
Edwards”? reported that it is now gen- 
erally agreed that duodenal ulcer is pri- 
marily a medical disease and that not 
more than 15 to 20 per cent of those treated 
will require operation. For the latter 
group there has been no general agreement 
on what type of operation will give the 
best results. In Edwards’ opinion, surgical 
intervention for duodenal ulcer should 
accomplish a cure of the disease; insure 
the patient against further ulcer develop- 
ment, and leave a stomach pouch which 
will enable the patient to remain well 
nourished and protect him against the 
dumping syndrome. In his opinion, vagot- 
omy has placed the surgical treatment of 
duodenal ulcer on a physiologic basis. Dur- 
ing the past seven years his 150 patients 
have been treated by vagotomy and an- 
trectomy (with a no-loop posterior gastro- 
jejunostomy). Results in this group have 
been superior to those following subtotal 
resection or vagotomy and gastroenteros- 
tomy. Nota single jejunal ulcer has devel- 
oped during a follow-up period of one to 
seven years, and 90 per cent of the pa- 
tients have maintained their normal 
weight. The incidence of the dumping 
syndrome has been materially reduced. 
The only deaths in the series were due to 
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cerebral vascular accidents or coronary 
disease. 

Wilkins, Stempien and Weinberg*® dis- 
cussed the management of ulcer patients 
after vagotomy. They emphasized the use 
of the nasogastric tube with suction for 
the first five postoperative days, as well as 
more frequent small feedings. They agreed 
that a large proportion of the reported 
poor results after vagotomy are due to 
faulty postoperative management. 

Jakovljevic and Aleksiac,*! in a compar- 
ative report of gastrectomy and vagotomy 
in the treatment of peptic ulcers, asserted 
that vagotomy is in harmony with the 
neurovegetative pathogenesis of ulcer; 
that it leaves the anatomic unity of the 
stomach untouched, and that it is tech- 
nically easier to perform, with the impor- 
tant advantage of the low operative mor- 
tality rate. Of 128 patients undergoing 
partial gastrectomy in the five-year period 
from 1947 to 1952, 110 were followed; 41 
per cent had severe symptoms, and 7.2 per 
cent had died as a consequence of the 
operation. Thus, the authors stated, “the 
unpleasant fact is that almost one-half of 
the patients with resection must be con- 
sidered as life-long invalids or as lost.” 
They pointed out that, in the critiques fa- 
vorable to partial gastrectomy, insufficient 
attention is paid to abdominal pain, ane- 
mia, recurrence of ulcer and failure to 
maintain adequate nutrition. Too much 
emphasis has been placed upon the pro- 
gressive lowering of the operative mor- 


. tality rate, with the inference that gas- 


tric resection is a benign procedure. In 
reviewing 116 patients subjected to vagot- 
omy and gastroenterostomy they noted 
that 93 per cent obtained an excellent re- 
sult, while 2.5 per cent had malfunction of 
an anastomosis and 3.4 per cent had gas- 
tritis. The total mortality was 0.8 per cent. 
Because of the small percentage of unsat- 
isfactory postoperative results, the ab- 
sence of operative deaths and the mainte- 
nance of anatomic unity of the stomach, 
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they stated, they consider vagotomy with 
gastroenterostomy the surgical treatment 
of choice for chronic callous nonpenetrat- 
ing duodenal ulcer. 


Ransom®? vagotomized 83 patients with 
duodenal ulcer. There were no deaths in 
the series. In his opinion the operation 
has universal applicability, regardless of 
the status of the ulcer or the condition of 
the proximal duodenum; there are no re- 
sulting postoperative nutritional disor- 
ders; it is a procedure for substandard 
risks. He opposed the Bancroft exentera- 
tion of the antral mucosa and the Finsterer 
exclusion technics. He concluded that by 
the judicious use of two procedures—lim- 
ited gastric resection with vagotomy for 
suitable patients and gastroenterostomy 
and vagotomy for patients in whose cases 
difficulties are anticipated—one may se- 
cure a high percentage of satisfactory re- 
sults with an agreeably low mortality rate. 


Perhaps the most impressive recent dis- 
cussion of the vagotomy problem was pre- 
sented by Beattie®* in his analysis of the 
place of vagotomy in gastrointestinal sur- 
gery. He paid tribute to Dragstedt and 
his co-workers for their vision in recog- 
nizing the potentialities of vagus section 
and for the pioneering effort that has led 
to the establishment of vagotomy both as 
a thoroughly practical surgical procedure 
and as a valuable weapon in attacking the 
problem of peptic ulceration. Comparing 
vagotomy and drainage procedures with 
gastric resection, he pointed out that the 
relatively small stomach that results from 
radical resection is totally unable to carry 
out its physiologic functions adequately, 
since it can neither hold a sufficient amount 
of food nor digest it properly. In his opin- 
ion gastrectomy is a mutilating procedure 
and the patient suffers afterward from re- 
current gastrointestinal upsets that ad- 
versely affect his whole economic life. He 
estimated that about one-sixth of the ap- 
parently successful cures involve poor 
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economic results and that one-third of 
them are physiologic failures. He main- 
tained that all gastric surgeons of experi- 
ence will agree that not more than 70 per 
cent of these patients, dietetically and eco- 
nomically speaking, can lead entirely nor- 
mal lives afterward. Vagotomy, on the 
other hand, reduces the dangerous acid 
secretion just as effectively yet leaves the 
patient with a relatively intact and physi- 
ologic gastrointestinal tract—especially if 
combined with pylorectomy or pyloro- 
plasty. The experience of others and an 
eight-year follow-up of his own series con- 
vinced Beattie that the duodenal ulcer in- 
variably heals spontaneously and that 
recurrent ulceration is extremely rare if 
vagal neurectomy has been complete. He 
stated that convalescence is shorter and 
smoother and that for the first time in 
years the patients are restored to normal 
digestive life and can eat, drink and smoke 
with impunity. His patients have shown 
an average gain in weight of 12.9 pounds 
(5.8 Kg.) in three months, and most of 
them return to their own occupations 
within two months. In a series of 695 pa- 
tients operated on from 1946 to 1954, 
vagotomy in his hands has yielded 96 per 
cent of subjective cures and almost 100 per 
cent of objective cures. The overall opera- 
tive mortality rate is under 0.5 per cent. 
He has not lost a patient in the last 450 
cases, and he pointed out that, like so 
many other valuable surgical advances, 
vagotomy fell into disrepute through over- 
enthusiasm for a new method and lack of 
technical experience. Many vagotomies 
were performed without any associated 
procedure to limit the effects of the subse- 
quent retention of gastric contents, with 
correspondingly poor’ results. He ex- 
pressed conviction that in many cases the 
patients were not properly screened to ex- 
clude the psychoneurotic types, in whom — 
results are bad after any operation, Va- 
gotomy was also used, he pointed out, in 
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the treatment of chronic gastric ulcer, to 
which it could not be beneficial. In his 
opinion, imperfect technic and resulting 
incomplete vagotomies also produced a 
harvest of failures. He predicted that the 
final solution of the duodenal ulcer prob- 
lem will lie in medical treatment when re- 
search has developed suitable drugs to 
control vagotonia. Since no drug thus far 
has proved entirely satisfactory, failure of 
medical treatment will continue to result 
in chronic ulceration, which at present can 
be dealt with successfully only by surgical 
means. 


A review of the literature published 
during the past twelve years seems to in- 
dicate that vagotomy with an associated 
drainage procedure for duodenal ulcer is 
rapidly becoming the surgical treatment 
of choice now that the criteria requiring 
this procedure are better understood. Of 
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more than 100 relevant contributions to 
the literature that have been studied, the 
papers here discussed seem best to repre- 
sent the gradual trend toward acceptance 
of vagotomy combined with a drainage 
procedure. 


COMMENT 


This discussion is concerned with a sur- 
vey and appraisal of the end results ob- 
tained in a series of 36 patients with 
duodenal ulcer who underwent subdia- 
phragmatic vagotomy alone or combined 
with other surgical procedures. While this 
is admittedly a small amount of material, 
we are encouraged to report our observa- 
tions because of the continuing interest in 
this therapy and because Moore*™ has so 
aptly suggested that vagotomy “is worth a 
good, careful second look.” 

We were definitely not among the first 


Fig. 1—A, patient F. Z. Film taken Nov. 24, 1948, Note well-defined ulcer crater. B, same pa- 
tient on March 9, 1954, four and one-fourth years after vagotomy and pyloroplasty. Note excellent 
healing of ulcer and good emptying. C, patient F. B. Preoperative film taken Dec. 11, 1953, show- 
ing active duodenal ulcer. D, same patient on April 6, 1954, five months after vagotomy and gastro- 
enterostomy. Note large stoma and excellent function, plus apparently healed duodenal lesion. £, 


Y. Preoperative film taken on July 24, 1948, showing well-developed ulcer. F', same pa- 
tient on Aug. 2, 1950, one year after vagotomy alone. Note absence of ulcer and gastrointestinal 
dilatation, G, same patient on Jan. 4, 1952, two and one-half years after vagotomy alone. Note 
massive dilatation and very slight emptying. H, same patient on Jan. 24, 1952. Note figure-of- 
eight loop of Cantor tube, showing tube passing through duodenum rather than through nonfunc- 
tioning gastroenterostomy stoma. 
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to embrace this form of treatment, since 
we wished to hear the results of its early 
applications. All: patients in this series 
were operated on in the period from Nov. 
6, 1948, to March 11, 1954. The oldest pa- 
tient was 71, the youngest 22. The average 
age was 45. There were 29 males and 7 
female patients, of whom 27 were private 
patients and 9 were in the charity ward. 


We have applied vagotomy only in cases 
of proved duodenal ulcer that failed to re- 
spond favorably to adequate medical ther- 
apy. The primary indication for operation 
in 21 instances was severe, intractable 
pain. Seven patients complained of both 
pain and hemorrhage. In 4 cases, hemor- 
rhage alone was the chief complaint. Pain 
and obstruction were present in 1 patient, 
and still another presented the triad of 
pain, hemorrhage and obstruction. Only 2 
patients had previous perforations. Both 
were eventually forced to submit to opera- 
tion because of continued pain and ob- 
struction. 

Since the determination of operability, 
careful management, and end results are 
interdependent factors, it must be empha- 
sized that there should be a careful selec- 
tion of patients for surgical treatment. 
For instance, 1 death in our series was 
that of a 60-year-old white man with a 
long history of attacks of coronary occlu- 
sion. This patient was accepted for opera- 
tion only because of the severity of his 
duodenal symptoms and the roentgen evi- 
dence of posterior erosion. Further, there 
had been a complete failure of medical 
treatment. He died during a severe attack 
of coronary occlusion forty-eight hours 
after vagotomy and posterior gastroenter- 
ostomy. Whether such a patient should be 
accepted as operable is a debatable point. 

The patient himself should be thorough- 
ly briefed by his surgeon, so that the best 
cooperation may be obtained from him. 
Most important should be his understand- 
ing of the purpose of the nasogastric tube, 
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which we pass late in the day before oper- 
ation. Preoperative determination of the 
blood plasma chloride level is one of our 
routine orders and is repeated frequently 
after the operation so that chloride re- 
placement may follow as needed. 

Our surgical approach to a vagotomy or 
to a gastric resection is through a long 
vertical incision extending from the tip of 
the xyphoid process to 1 inch (2.5 cm.) 
below and to the left of the umbilicus, but 
we do not commit ourselves to any opera- 
tion until the duodenum has been exposed 
and inspected and the common duct iden- 
tified. It is at this point that the decision 
in favor of gastric resection or vagotomy 
must be made. The presence of a large 
ulcer too close to the common duct or ero- 
sion into the head of the pancreas usually 
indicates that closure of the duodenal 
stump will be difficult if gastrectomy is at- 
tempted. We are opposed to the Finsterer 
resection, even with the added removal of 
the mucosa, on the ground that it com- 
pounds an already serious situation. If 
the duodenal stump cannot be closed safely 
(and this is true in most cases in which 
the ulcer involves much tissue), we now 
consider the operation of choice a thorough 
vagotomy and a posterior gastroenteros- 
tomy. We should like to emphasize three 
points of technic which, in our opinion, — 
contributes greatly to satisfactory end re- 
sults. First, the vagotomy is done under 
direct vision, lighted retractors being used 
close to the exposed esophagus; second, | 
the gastroenterostomy must be placed in 
the most dependent portion of the stom- 
ach, and finally, if a well placed 3-inch (7.5 
cm.) stoma is made (which we consider 
better than a smaller stoma), the dangers 
of its contraction and nonfunction are 
avoided. Our postoperative roentgen stud- 
ies seem to confirm this position. A factor 
no less important is obtaining satisfactory 
end results in the postoperative manage- 
ment, We maintain the tip of the nasogas- 
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Fig. 2.—A, patient B. M. Film taken on Feb. 2, 1954, showing active duodenal ulcer. B, same pa- 
tient on March 22, 1954, eleven days after vagotomy and gastroenterostomy. Note course of barium 
from first swallow and excellent function of stoma. C, same patient on same day, after second swal- 


low of barium, Excellent function of stoma. D, patient W. 
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K. Preoperative film taken on April 


11, 1949, showing ulcer crater. E, same patient on Sept. 30, 1949, more than five months after 


vagotomy and pyloroplasty. Note almost complete healing of ulcer. 


F, same patient on May 7, 


1951, two years after vagotomy and pyloroplasty. Note complete healing of ulcer and good emptying. 


tric tube in the stoma until the fifth post- 
operative day, using suction one hour out 
of every four or five. For the first twenty- 
four hours the patient is fed by the intra- 
venous route, but on the second day and 
for three days thereafter a first-week 
Sippy diet is used. After the sixth day we 
use the third-week Sippy diet or a con- 
valescent ulcer diet divided into six feed- 
ings (one every three hours) rather than 
three full meals. We insist that no feeding 
be larger than 4 ounces, and we ask the 
patient to continue this diet for at least 
three months. We observed that none of 
our living patients had obstruction, abdom- 
inal distention or diarrhea when this plan 


707 


was followed. We are now thoroughly con- 
vinced that this type of management is 
necessary if the best results are to be ex- 
pected. 

The 36 patients of this series underwent 
38 operations. Six patients were treated 
by vagotomy alone, and, of these, 2 re- 
turned for further surgical treatment be- 
cause of gastric atonia and stasis. 

The first was a 37-year-old white man 
whose vagotomy for duodenal ulcer had 
been performed on Aug. 3, 1949. He was 
well for about two years, after which he 
began to suffer from vagotonia and stasis. 
He was hospitalized in November 1951 for 
a few days, and at this time suitable doses 
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Duodenal Ulcer—Vagotomy Series, 1948-1954 
Factors that Influence End Results 
Preoperative 
1. Accurate diagnosis 
2. Unsuccessful medical therapy 
3. Determination of operability 
4. Briefing of patient on objectives 
5. Determination of blood plasma level 
Operative 
1. Adequate exposure 
2. Careful exploration of lesion 
8. Decision on operation 
a. Gastric resection—safe duodenal stump 
closure? 
b. Vagotomy—under direct vision, plus 
ce. Posterior gastroenterostomy — stoma at 
lowest level of stomach 
Postoperative 
1. Nasogastric tube suction, 5 days 
2. Maintenance of fluid-electrolyte balance 
3. Diet 
. Intravenous first 24 hours 
. 1st week Sippy 2 to 5 days after the 
operation 
. 8d week Sippy thereafter 
. 6 feedings q 3 h instead of 3 meals 
. Each feeding not to exceed 4-5 oz. by 
volume 
. Duration of diet—about 3 months 
. No diet restrictions to follow 


- of urecholine (5-10 mg. three times a day) 
were administered. This treatment failed, 
and on December 18 an anterior gastro- 
enterostomy was made because it was not 
technically feasible to make a posterior 
.opening. Though the patient’s recovery 
from the operation was uneventful, two 
subsequent roentgen studies indicated that 
the stoma had failed to function. A Can- 
tor tube even by-passed the gastroenteros- 
tomy stoma, forming a figure-of-eight con- 
striction, and obstruction occurred. On 
Jan. 24, 1952, it was necessary to reopen 
the abdomen and remove the tube through 
an incision in the ileum. The patient died 
the next day. 

The second vagotomized patient who re- 
quired subsequent intervention was a 
white man aged 59 on Sept. 6, 1948, when 
he was first operated on. He was symp- 
tom-free until January 1953, when he 
began to have obstructive signs and symp- 
toms. Roentgen examination confirmed 
the diagnosis of vagotonia and stasis re- 
sulting from the stenotic healed ulcer. On 
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May 11 a posterior gastroenterostomy was 
done, and the patient has been free of com- 
plaints to the time of writing. 

From our experiences with these 2 pa- 
tients, and despite the proved fact that 
vagotomy alone leads to the cure of duo- 
denal ulceration, it is not likely that we 
shall repeat this procedure without an ac- 
companying posterior gastroenterostomy. 


We added pyloroplasty to vagotomy in 
our next series of 18 cases. One of these 
cases is of especial interest. The patient 
was a white man aged 61 on Dec. 1, 1948, 
when a vagotomy and a Horsley pyloro- 
plasty were done for duodenal ulcer. He 
made an excellent recovery and was seen 
a number of times during the next two 
years. He always insisted that he was 
symptom-free and happy. In March 1950 
it was discovered that he had an infiltrat- 
ing epithelioma of the bladder, and he was 
treated by resection of the bladder and 
prostate in another hospital. At this time 
a ureteral transplantation was done. He 
was seen again a few months after this 
operation and, as usual, reported that he 
was free of gastric complaints. He died 
on Feb. 6, 1951, of a local recurrence of 
the vesical malignant growth, with metas- 
tases to the adrenals and liver. In addi- 
tion to the observations, autopsy revealed 
“a small shallow ulcer with firm edges ly- 
ing on the pylorus and measuring 2.5 cm. 
in diameter. There was appreciable nar- 
rowing of the pylorus.” Was this a new 
gastric ulcer? Was the original roentgen 
diagnosis in error? Was this the result of 
an incomplete vagotomy? How can we ac- 
count for the absence of gastric or duo- 
denal symptoms? 


In the “follow-up” of our patients who 
have undergone vagotomy alone or vagot- 
omy and pyloroplasty, there were only 
occasional complaints of diarrhea or ab- 
dominal distention, or both, but these 
conditions, when present, were always 
associated with some form of dietary in- 
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Fig. 3.—A, patient W. M. Film taken March 7, 1951, showing large ptotic stomach with active duo- 
denal lesion. B, same patient on March 18, 1954, three years after vagotomy and gastroenterostomy, 
Note again large stoma, excellent function and absence of duodenal lesion. C, patient E. G. on Oct. 
23, 1952. Serial spot films showing active duodenal ulcer. D, same patient on April 6, 1954, eight- 


een months after vagotomy and posterior gastroenterostomy. Note (a) size and placement of stoma 
and placement of ulcer. 


discretion — alcohol or excessive holiday last 17 consecutive cases. There were no 
complaints of obstruction, vomiting, diar- 


meals. 
Our best results have occurred in the rhea or abdominal distention after vagot- 
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omy combined with posterior gastroenter- 
ostomy. There have been no recurrent 
hemorrhages in any of the patients who 
complained of bleeding preoperatively. In 
all of the living patients, there has been 
absolute freedom from duodenal ulcer 
pain. Not only have all patients main- 
tained their weight, but most of them have 
gained from 1 to 20 pounds (0.5 to 9.1 
Kg.). Except for 2 patients operated on 
less than three months ago, none follows 
any form of ulcer diet. Every patient has 
evaluated his or her operation most favor- 
ably. Perhaps the large well-placed stoma 
e’iminates the effects of delayed emptying, 
which probably occurs in patients treated 
by other methods. The large inferiorly 
placed stoma provides for the by-pass of 
food away from the ulcer, thus giving it 
an opportunity to heal. Certainly the ef- 
fects of vagotomy, particularly the reduc- 
tion of hypersecretion, are equally impor- 
tant to the healing process. 

It has been pleasant and stimulating to 
see these patients one to six years after 
their operations. While we cannot add 
great numbers to the evidence already at 
hand, we have enjoyed taking our “second 
look” at vagotomy. 

From these experiences it would seem 
logical to contend that the cure of duodenal 
ulcer must include the return of the pa- 
tient to his means of livelihood, and the 
maintenance of his normal state of nutri- 
tion and weight, with complete freedom 
from pain and dietary shackles. Vagotomy 
and posterior gastroenterostomy, in our 
opinion, makes this goal possible of attain- 
ment. 


SUMMARY 


A review of the literature of the past 
twelve years is presented. 

The end results obtained in a series of 
36 patients with proved duodenal ulcer, 
subjected to subdiaphragmatic vagotomy 
alone or vagotomy combined with some 
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other surgical procedure, are appraised. 

Patients for this type of therapy should 
be carefully selected and carefully man- 
aged. The best results have been obtained 
with patients in whose cases vagotomy 
was combined with posterior gastroenter- 
ostomy. On the basis of their postopera- 
tive roentgen observations, the authors 
express the opinion that a large and infe- 
riorly placed stoma contributes to good 
end results. 


ZUSAMMENFASSUNG 


Die Verfasser berichten iiber das ein- 
schligige Schrifttum der letzten zwilf 
Jahre. 

Die an 36 Kranken mit nachgewiesenem 
Zwolffingerdarmgeschwiir, die teils nur 
mit subdiaphragmatischer Vagotomie, teils 
mit Vagotomie in Verbindung mit anderen 
chirurgischen Eingriffen behandelt wur- | 
den, erzielten Endergebnisse werden 
kritisch beurteilt. 

Bei der Auswahl und Behandlung von 
Kranken mit dieser Form der Therapie 
ist grosse Sorgfalt am Platze. Die besten 
Ergebnisse werden mit einer Kombination 
der Vagotomie mit einer hinteren Gastro- 
enterostomie erzielt. Die postoperativen 
réntgenologischen Nachuntersuchungen 
fiihren die Verfasser zu der Annahme, 
dass eine weite und tief angelegte Anasto- 
mose zur Erhaltung guter Enderfolge 
beitragt. 


RESUME 


L’auteur présente une revue de la litera- 
ture des derniers douze ans. Les resultats 
obténus dans une serie de 36 (cas) d’ul- 
céres du duodenum, curé soit par la vagoto- 
mie, soit par une vagotomie en combina- 
tion avec d’autre types d’opérations, sont 
discutés. 

L’auteur affirme que la vagotomie est 
indiquée dans certains cas d’ulcéres du 
duodenum, cas cependant quie doivent étre 
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bien choisis. Chaque cas doit étre étudié 
avec prudence,.et un éstimé de leurs états, 
fait. 

Les meilleurs résultats furent obtenus 
dans les cas ou la vagotomie fut combinée 
avec la gastroéntérostomie postérieure. 


L’auteur base son opinion sur ses éxpe- 
riences et sur ses faits cliniques (Roent- 
gen), mais il s’accorde que, si une large 
bouche est placée inférieurement, les re- 
sultats obtenus sont éxcellents. 


RIASSUNTO 


Dopo una rassegna della letteratura 
degli ultimi 12 anni, vengono presentati 
i risultati a distanza ottenuti in una serie 
di 36 malati sottoposti a vagotomia sem- 
plice o combinata per ulcera duodenale. 


E’necessaria un’accurata selezione pri- 
ma di sottoporre i malati a questo tipo di 
intervento. I risultati migliori si otten- 
gono quando si associa alla vagotomia una 
gastroenterostomia posteriore, sopratutto 
se quest’ultima é fatta con una bocca 
ampia e situata in basso. 
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One of the court physicians in the reign of Charles II, invented an instrument 
to cleanse the stomach, and wrote a pamphlet on it; and ridiculous as a chylo- 
poietic-scrubbing-brush may appear, it afterwards got a place among surgical in- 
struments, and is described as the Excutea Ventriculi, or cleanser of the stomach; 
but the moderns not having stomach for it, have transferred it to the wine mer- 
chant, who more appropriately applies it to the scouring the interior of bottles. 


Heister gives a minute description of it, and very gravely enters on the mode and 
manner of using it; the patient is to drink a draught of warm water, or spirit of 
wine, that the mucus and foulness of the stomach may be washed off thereby: then, 
the brush being moistened in some convenient liquor, is to be introduced into the 
oesophagus, and slowly protruded into the stomach, by twisting around its wire 
handle. When arrived in the stomach, it is to be drawn up and down, and through 
the oesophagus, like the sucker in a syringe, till it be at least wholly extracted. 


Some recommend plentiful drinking during the operation, to be continued till no 

more foulness is discharged. But though this contrivance is greatly extolled, and 

said to prolong life to a great age, especially if practiced once a week, month, or 

fortnight; yet there are very few (probably because tried by very few) instances 
ce. of its happy effects. More may be seen on this hand, in a controversy published on 
; the subject, between Weddius and Teichmerius, in which this is demonstrated to 

be no new instrument, having been long described by others. 

—William Wadd, Circa 1827 
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“We want a procedure with the minimum 
anatomical and physiological mutilation con- 


sistent with optimum results.” 
—G. A. Stevens, California 

and are still being devised 

for duodenal ulcer is in itself a sign 
that the standard treatment for this con- 
dition is unsatisfactory. Many years ago 
Charles Mayo is reported to have said, 
“The man who wants to take three-fourths 
of my stomach out in order to cure a small 
ulcer will have to run faster than I can,” 
and throughout the experience of a third 
of a century, in the course of which I have 
operated in some 6,000 cases of duodenal 
ulcer, it has remained my conviction that 
Charles Mayo was right. 

For many years the standard surgical 
treatment was gastrojejunostomy. Then 
the statistics on stomal ulcer were piled 
up,! and it was obvious that the percentage 
incidence of stomal ulcer after gastro- 
jejunostomy varied greatly, probably ac- 
cording to the surgeon’s skill and the posi- 
tion in which he put his anastomosis. For 
highly skilled surgeons the figure was 
around 6 per cent; for the bad ones, 40 
per cent. 

By 1935, gastrectomy was establishing 
itself as the standard treatment for duo- 
denal ulcer. Although an old operation, it 
had been done by few surgeons, most pre- 
ferring the simpler treatment popularized 
by men like Moynihan and Walton. Fin- 
sterer of Vienna was among those who 


HE many operations that have been 
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adopted it as the standard operation for 
duodenal ulcer. I confess to adopting it 
myself, especially for my younger pa- 
tients. I never felt happy about it, how- 
ever, and when Wilson Hey of Manchester 
suggested ligation of the gastric vessels I 
at once began experimenting with various 
forms of this operation (that is, varying 
degrees of completeness of ligation), end- 
ing up by ligating every gastric vessel*® 
“from pylorus to spleen,” or very nearly so, 
as the standard routine.? It worked well 
and cut down acidity in a remarkable way 
in many cases, and for some years all 
seemed to go well; but as time went on 
cases of stomal ulceration began to be re- 
corded, and a recent follow-up of vaso- 
ligated patients showed that in 130 cases 
a “nil result” in 1945 had become an 8 per 
cent incidence of ulcer in 1950. An impor- 
tant paper by Uvnis of Sweden* explained 
how this ligation of vessels acts. Uvnis, 
by joining the blood circulation of two 
cats and experimenting on the stomach of 
one of them while observing the stomachs 
of both, proved that a hormone (Edkins’ 
gastrin of 1906) is secreted by the pyloric 
antral mucosa and goes into the blood 
stream.‘ Thence it is carried to the acid- 
secreting cells in the body of the stomach 
and produces an acid secretion reaching 
its maximum about one and a half to two 
hours after the taking of food. This secre- 
tion was produced even in vagotomized 
cats; it is therefore hormonal and is car- 
ried by the blood stream. It is this secre- 
tion, obviously, that is affected by vaso- 
ligation. Although interested that here at 
last was an experimental explanation of 
the effect of vasoligation, I considered and 
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still consider Uvnis’ experiments funda- 
mentally important, as showing that the 
secretion of acid in a resting stomach or 
in response to a nervous stimulus, such as 
hunger, is to be considered entirely sep- 
arately from the secretion of acid during 
the digestive period, which is not depend- 
ent on the vagi and is dependent on the 
pyloric hormone. 

In deciding what operation any indi- 
vidual duodenal ulcer requires, one should 
therefore know whether there is hyper- 
acidity, and if so, whether this is mainly 
a rise in the acid content of the fasting 
juice or of that of the juice secreted dur- 
ing digestion, or of both. Here one en- 
counters two difficulties : é 

1. Is the fractional test meal a true and 
valid test? It is the only one available that 
is easily applied to patients as well as en- 
tirely objective, but it does not represent 
a normal meal. The patient is not in the 
habit of swallowing a tube and some taste- 
less gruel for breakfast. To be as reliable 
as possible, the meal should bear some re- 
lation to the patient’s normal food and 
should not be unappetizing; moreover, the 
Ryle tube must be in the stomach, not 
passing through the pylorus or an anasto- 
motic opening. Given these two conditions, 
the test meal is a fairly reliable indication 
of the acid content of the stomach. 


2. Duodenal ulcer often causes some 
gastritis, which in its turn causes less acid 
to be secreted. Hence a low acid value for 
either fasting or digestive gastric juice 
may be due to gastritis, which after opera- 
tion will disappear and allow the secretion 
again to become hyperacid. 

With these two factors in mind, the pa- 
tients can~be divided into four main 


groups: 


1. Those with high acid fasting juice, 
low digestive acidity. In these the 
vagi are obviously responsible. 


. Those with high acid fasting and 
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high acid digestive-period juice. In 
these, vagal and hormonal influences 
are at work. 

3. Those with low acid fasting juice, 
and high acid in digestive-period 
juice. In these the hormonal influ- 
ence is paramount. 

4. Those with low or normal acidity in 
both phases. In these it is probable 
that gastritis has masked the poten- 
tial acidity of the gastric juice. To 
evaluate these, gastroscopic study is 
desirable if a gastroscope is avail- 
able; if not, a look at the mucosa 
during operation is a guide. 


In the test meal chart, if mucous is re- 
corded as present in all samples of the 
meal, gastritis is presumably present. 

Since the vagus nerve is known to be 
responsible for the juice secreted in the 
resting period and in response to psychic 
stimulation, it follows that high acidity of 
the fasting juice can be dealt with by 
vagotomy, of course combined with gas- 
trojejunostomy or some operation that 
insures an easy outlet for the gastric con- 
tents. Since it is also known that the py- 
loric secretion of hormone produces 
(through the blood stream) acidity during 
the digestive period, independent of the 
presence or absence of the vagi, it follows 
that for acidity in this phase the best 
treatment is (a) excision of the pyloric 
end of the stomach, which produces the 
hormone; (b) excision of the acid-secret- 
ing part of it, or (c) interruption both of 
the veins that absorb the pyloric secretion 
and the arteries that bring it to the parie- 
tal cells in the body of the stomach. Only 
experience can decide which of these three 
methods is best, and it is reasonable to 
assume that, in this variety of cases, re- 
section of half the stomach only, from the 
pylorus halfway up both curvatures, is 
adequate, combined with vagotomy if the 
fasting juice is highly acid. 
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COMMENT 


There has been a recent tendency to 
recognize the fact that resection of four- 
fifths of a normal stomach is a treatment 
needlessly drastic to cure a small ulcer. 
Various operations, therefore, have been 
invented in attempts to solve this prob- 
lem. Small intestine and colon have been 
implanted into the interval between fun- 
dus and pylorus in attempts to remake a 
body for the stomach; Aylett’s operation 
was devised to keep most of the stomach 
intact; in one variety of it only the hor- 
mone-secreting pylorus is removed. Vagot- 
omy was introduced by Dragstedt, who at 
first did not have good results, owing to 
the weakness of tone and contraction of 
the vagotomized stomach, which, there- 
fore, demands a really permeable pylorus 
or other exit. But vagotomy with gastro- 
jejunostomy is a sound operation and one 
that I often perform. If vagotomy is done 
it must never be done alone, but always 
combined with either gastrojejunostomy 
or some form of gastrectomy with a good 
free anastomosis. The indiscriminate per- 
formance of vagotomy with’ gastrojeju- 
nostomy in all cases of duodenal ulcer is 
to be deprecated. Recent published results 
show that it is not an operation to be done 
as a routine “for all cases of hyperacidity.” 
Vagal and hormonal hyperacidity must be 
differentiated ; and for patients with vagal 
hyperacidity (whose acidity is high only 
in the fasting juice) it is an excellent op- 
eration. May not one come to a conclusion, 
therefore, about the right operation to do 
in each individual case? 

1. For high fasting juice acidity, va- 
gotomy with gastrojejunostomy. 
For high acid throughout, vagotomy 
with removal of half the stomach 
only, eliminating the pyloric secre- 
tion of gastrin. 

For high acid in the digestive period 
only, half-gastrectomy without va- 
gotomy, 
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4. For low acidity throughout: Is the 
acidity low because of gastritis, and 
if so, would vagotomy with gastro- 
jejunostomy be enough? Or is the 
acidity really low, and would gastro- 
jejunostomy alone be advisable? If 
gastritis is proved, such cases really 
belong to Class 2. 

In view of these considerations, should 
not vagotomy with a modified gastrectomy 
(pyloric half only) be adopted as the 
standard, instead of removal of four-fifths 
of the stomach? Storer, Woodward and 
Dragstedt® observed that vagotomy pro- 
tected half of a series of experimental 
dogs from Mann-Williamson ulcers, where- 
as resection of the pyloric antrum pro- 
tected two-thirds, and the two procedures 
combined protected all but 1 of the dogs. 
Crile® reported that the results he obtained 
from vagotomy with gastrojejunostomy 
were superior to those from high gastrec- 
tomy. Dragstedt’ reported that in several 
cases of vagotomy with gastrojejunostomy 
there was recurrence of hyperacidity, and 
stated that antral resection would have 
prevented this, an opinion with which I 
agree. Most gastric surgeons now adopt 
vagotomy as the treatment of choice for 
stomal ulcer after gastrectomy. 

Taking all these together, and adding 
to them what is known of the twofold 
physiology of gastric secretion, one is led 
to the conviction that the standard opera- 
tion for duodenal ulcer should be vagotomy 
with hemigastrectomy, rather than high 
gastrectomy. In some cases vagotomy 
with gastrojejunostomy is sufficient; in 
some it is possible that gastrojejunostomy 
alone is enough. Personally, however, I 
have for years rejected high gastrectomy 
as unnecessary except in some cases of 
gastric ulcer or carcinoma, and an occa- 
sional case of high fasting and digestive 
acidity with duodenal ulcer in which the 
diaphragm is very high and vagotomy by 
the abdominal route is likely to be diffi- 
cult. 
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High. gastrectomy has a definite mor- 
tality rate of perhaps 3 per cent, and is 
followed by stomal ulcer in at least 6 per 
cent of cases. Moreover, high gastrectomy 
is often followed by a dumping syndrome, 
which may be better in a few months but 
sometimes persists for a long time. Va- 
gotomy combined with hemigastrectomy 
has not yet been followed up long enough 
to yield comparable figures; but at least its 
mortality approaches 1 per cent or less, 
and it is far less liable to a dumping syn- 
drome. It is probable that its ultimate rate 
of association with stomal ulceration will 
be far less than that of gastrectomy, for 
in over 70 per cent of cases of gastrectomy 


in which stomal ulcer developed, vagotomy. 


produced results classified as “excellent,” 
the ulcer having almost certainly healed 
(Walters and others). Johnson and Orr® 
obtained good results in 95 per cent of 
their cases of vagotomy plus two-thirds 
resection of the stomach, and only 0.8 per 
cent of the patients were unrelieved. Wein- 
stein and his associates!® reported 155 
cases with no recurrence after gastrec- 
tomy plus vagotomy. 

Above all, vagotomy plus hemigastrec- 
tomy, when done as has been suggested, 
is an operation dependent on physiologic 
knowledge; it is a physiologic gamble. 
Recently Bolman and Lloyd" have pub- 
lished a remarkable series of 316 cases, in 
which two-thirds of the patients under- 


went vagotomy and gastrojejunostomy, 


and one-third vagotomy and hemigastrec- 
tomy. Thus far there have been no re- 
currences, and there was no operative 
mortality in the latter group. In the gas- 
trojejunostomy group there were 11 re- 
currences (5 per cent), all relieved by 
gastrectomy, and in this group there was 
0.5 per cent mortality (1 per cent). 
Bolman and Lloyd end their article with 
these words of wisdom: “Since recurrences 
following resection depend on the presence 
of intact vagi, and recurrences following 
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vagotomy depend on the presence of the 
antrum, gastric hemiresection combined 
with vagotomy would seem to be the oper- 
ation of choice in the treatment of duo- 
denal ulcer.” With that opinion I heartily 
agree, and have followed this routine for 
several years, with consistently good re- 
sults. 

One further word—how shall the gas- 
trectomy be finished? According to Polya 
(antecolic or retrocolic), or according to 
Billroth I? Of late the Billroth I procedure 
has been coming into fashion again.* It is 
not always easy to do without tension, 
however, and it allows the gastric acid 
unhindered access to the mucosa, near to 
which there has just been an ulcer.!2 Per- 
sonally I prefer the antecolic Polya pro- 
cedure, even for a hemigastrectomy. 


SUM MARY 


In the operative treatment of duodenal 
ulcer the vagal and hormonal secretions 
of acid by the gastric mucosa must be con- 
sidered separately. Highly acid fasting 
juice demands vagotomy; high acidity in 
the digestive period is adequately treated 
by removal of the pyloric half of the stom- 
ach only; high acid throughout demands 
both vagotomy and hemigastrectomy, the 
combination of which must be reckoned as 
the standard operation for duodenal ulcer 
with hyperacidity. 

*Briggs, Beale, and Hastings noted that 10 per cent of 
their Billroth I operations had to be changed to provide a 
jejunal anastomosis instead of a denal one. Stomal ulcer 


is more common after Billroth I (Ross and Meadows, Sur- 
gery 32:426, 1952). 


RESUME 


Dans le traitement chirurgical de I’ul- 
cére duodénal, il est indispensable de dif- 
férencier les sécrétions du vague et des 
hormones de celles de l’acide provenant de 
la muqueuse gastrique. Une hyperacidité 
a jeun requiert une vagotomie; par contre 
une forte acidité durant la digestion néces- 
sitera seulement une hémigastrectomie; 
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enfin, une hyperacidité constante exigera 
a la fois une vagotomie et une hémigas- 
trectomie, cette combinaison devant étre 
considérée comme |’opération-type de |’ul- 
cére duodénal avec hyperacidité. 


ZUSAM MENFASSUNG 


Bei der operativen Behandlung des 
Zwolffingerdarmgeschwiirs ist eine ge- 
trennte Beriicksichtigung der Saurepro- 
duktion der Magenschleimhaut notwendig, 
je nachdem sie vom Einfluss des Vagus oder 
der Hormone abhangt. Hohe Sauerewerte 
im Niichternsekret erfordern die Resek- 
tion des Vagus. Fiir hohe Sadurewerte in 
der Vandauungsperiode ist die Resektion 
der pylorischen Halfte des Magens allein 
eine ausreichende Behandlung. Durchweg 
hohe Saurewerte erfordern Resektion so- 
wohl des Vagus als des halben Magens. 
Diese Kombination muss als das Standard- 
verfahren in der chirurgischen Behand- 
lung des Zwélffingerdarmgeschwiirs mit 
Hyperaziditat angesehen werden. 


SUMARIO 


No tratamento operatério da tlcera 
duodenal, a secrecao vegal e hormonal de 
acido pela mucosa gastrica deve ser con- 
siderada separadamente. O contetdo je- 
junal altamente Acido exige uma vagoto- 
mia; a alta acidez no periodo digestivo é 
adequadamente tratada pela remocao da 
metade pilérica do est6mago; a alta acidez 


In the physician or surgeon no quality takes rank with imperturbability. 


Educate your nerve centers so that not the slightest dilator or contractor influence 
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permamente exige tanto uma vagotomia 
como hemigastrectomia, cuja combinacao 
deve ser reconhecida como a operaca&o 
padronizada para a Utlcera duodenal com 
hiperacidez. 


RIASSUNTO 


Nella cura chirurgica dell’ulcera duode- 
nale bisogna considerare separatamente la 
secrezione vagale e quella ormonale del 
succo gastrico. Un’alta acidita a digiuno 
richiede la vagotomia; un’alta acidita nella 
fase digestica pud essere curata efficace- 
mente con la resezione della meta pilorica 
dello stomaco; un’alta acidita in entrambe 
le condizioni richiede la vagotomia e |’emi- 
resezione, associazione che pud essere 
considerata |’intervento di elezione in tutte 
le ulcere duodenali con iperacidita. 
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ing new in the surgical treatment 

of leg ulcers. In 1937 Dr. Neal 
Owens recommended extensive excision of 
all involved skin and underlying fascia, 
followed by skin grafting. In March, 1948, 
Teplinsky, Shapiro and Robertson advo- 
cated waiting ten or fourteen days be- 
tween extirpation of the ulcer and the 
skin grafting, in order to allow formation 
of granulation tissue and to obtain better 
results than with the one-stage operation. 
In October 1948 Owens and Bethea pub- 
lished a report on the technic of the one- 
stage operation, claiming excellent results 
and again pointing out the advantage of 
immediate skin grafting. 

This paper covers 100 cases in which 
I have operated in the Department of 
Plastic Surgery at the Hospital Vargas 
in Caracas during the past four years. In 
these cases I have performed the one- 
stage operation (extirpation and skin 
grafting at the same time). In this series 
there were also cases of recurrent osteo- 
myelitis in which I utilized a cross leg 
flap. 

Explanation of Cases.—In addition to a 
complete study of all cases, with routine 
laboratory tests and clinical examinations, 
I order a roentgen study and then send 
the patient to the traumatologist, derma- 
tologist and cardiologist for a thorough 
checkup. I wish to emphasize that in the 
beginning I prepared these patients in the 
usual way with transfusions, high pro- 
tein diet, vitamins, etc., although I have 
had numerous difficulties in obtaining 
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blood for my patients. This led to con- 
sultation with Dr. Miquel Lairysse (hema- 
tologist), with whom I began to experi- 
ment on the preoperative cases with co- 
balt salts, which produce an increase in 
the red blood cell and hemoglobin counts 
without causing pathologic change in the 
other tissues. The results were excellent, 
and a report on them has been sent to our 
publishers. In 1 specific case, in which 
third degree burns on both legs did not 
heal for eight months, and in which the 
burns had been treated elsewhere with 
transfusions and pinchgrafting, I decided 
to give cobalt salts orally. Approximately 
one week later, before the red blood cell 
and hemoglobin count reached a normal 
level, I noticed that the granulation edges 
and the pinch grafts had started to heal 
so quickly that I had to perform a skin- 
graft procedure, This gave excellent re- 
sults (case reported later). 

Today I give all my patients cobalt salts 
in the preoperative stage. In those cases 
in which the red blood cell and hemoglobin 
counts are low I start administering the 
cobalt salts and then, without waiting for 
the patient to reattain a normal count, 
proceed with application of the skin graft 
after a waiting period of seven days. 

In all of the cases in which I have used 
this procedure the red blood cell hemo- 
globin counts reach a normal level be- 
tween seven and fourteen days after the 
beginning of treatment with cobalt salts. 
Transfusions are given only during op- 
eration. 

Penicillin is routinely given to all pa- 
tients, starting twenty-four hours before 
the operation (500,000 units every twelve 
hours until a total of 3,000,000 units has 
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been given). Very seldom do I give more 
than 3,000,000 units, since this quantity 
has proved sufficient. 


Treatment.—In my experience, the most 
logical operation for ulcer of the extremi- 
ties is extirpation of the ulcer with all 
surrounding scar tissue, including dissec- 
tion of the deep fascia and followed by 
skin grafting in one stage, as Dr. Owens 
has advocated since 1937. 


Surgical Procedure.—With the patient 
under general anesthesia and lying face 
down on the operating table, and a pneu- 
matic tourniquet applied to the affected 
extremity, complete excision of the ulcer, 
scar tissue and deep fascia is carried out, 
the muscles being left exposed along with 
the tendons. Subsequently a thick half- 
thickness skin graft taken from the back 


(usually taken with the Brown electric © 


dermatome except when one drum of skin 
will cover the defect, and then a Padgett 
dermatome is used) is placed over the 
defect and sutured to the edges of the 


wound with running sutures of No. 40 — 


dermalion. This is done without basting 
the graft to the underlying tissues. The 
graft is then covered with a layer of 
Owens surgical rayon impregnated with 
plain petrolatum, and a routine pressure 
dressing is applied. The first change of 
dressing is done on the fifth postoperative 
day, and then Furacin dressings are ap- 
plied. When all sutures have been re- 
moved, plain adhesive tape is applied over 
the graft beneath an ace bandage. At this 
time the patient is instructed to start cir- 
culatory exercises. The adhesive tape is 
left in place for six to eight days. The 
patient is warned that a great amount of 
brown secretion will come through the 
dressings. The adhesive tape is easily re- 
moved after eight days and the grafted 
site cleansed with ether. If at this time 
the graft is not completely healed, adhe- 
sive tape is again applied, If after this 
minor areas of granulation tissue are seen, 
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a Furacin rayon dressing is applied. U.S.P. 
cold cream and supportive dressings are 
then applied until stabilization of the graft 
is obtained. 

Treatment of ulcers associated with re- 
current osteomyelitis of the tibia is car- 
ried out by saucerization of the osteomye- 
litic area. Eight days later a cross leg 
flap, raised from the uninvolved leg, is 
brought to the defect resulting from exci- 
sion of the osteomyelitic area, where it is 
firmly attached by marginal sutures. Ex- 
cision and transfer of the flap are done in 
one stage. After twenty-one days the base 
of the pedicle is severed from the donor 
site and firmly attached to the border of 
its new location. On the fifth day after 
severance of the pedicle the patient is dis- 
charged from the hospital, ambulatory, 
with a supportive dressing on both legs. 
These dressings are kept on until stabili- 
zation of the flap and graft is completed. 


REPORT OF CASES 


CASE 1 (Fig. 14).—M. P., a white woman, 
aged 65, had had a varicose ulcer of the left 
leg for fourteen years. It had been treated 
several times with ointment and rest. Five 
years earlier she had had a high ligation with 
sclerotization of the varicose veins, without 
result. On Sept. 14, 1951, the ulcer and scar 
tissues were excised from the lower third of 
the leg to the dorsum of the foot, and a half- 
thickness skin graft was applied to the re- 
sulting defect. The graft stayed healed and 
stable until the patient’s death from cerebral 
hemorrhage on July 8, 1953. 

CASE 2 (Fig. 1B).—N. A., a white woman, 
aged 52, had had varicose veins and ulceration 
of the right leg for twenty-one years. On 
Aug. 15, 1951, a high ligation with sclerosti- 
zation of the varicosities was done. On No- 
vember 26 the scar and underlying tissue were 
excised from the middle third of the leg down 
to the dorsum of the foot and the resulting 
defect grafted. The patient was discharged 
from the hospital with the graft in perfect 
condition. Four months later, owing to 
trauma, the graft became ulcerated on the 
external surface, but with rest and local care 
the ulceration healed. The graft has remained 
stable ever since. 
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CASE 3 (Fig. 1C).—L. A., a Negro, aged 21, 
during treatment in a mental hospital, ac- 
quired an ulceration covering almost the en- 
tire leg. On April 5, 1951, the entire affected 
area was excised and a skin graft done. The 
graft “took” perfectly, and the patient was 
discharged from the hospital twenty-one days 
later. The graft has been stable since, as 
shown in C and D (Fig. 3), taken two years 
later. 

CAsE 4 (Fig. 1D).—F. L., a white woman, 
aged 52, had had a varicose ulcer of the middle 
portion of the leg for fourteen years. The 
patient stated that the ulceration, under local 
treatment with ointment and bed rest, had 
healed on three occasions, only to recur. On 
April 8 the entire ulcer and all scar tissue 
were excised and a skin grafting operation 
performed. The graft remained stable up to 
the time of the patient’s discharge from the 
hospital, when a small reaction on the superior 
part of the graft occurred owing to suture 
material reaction. After removal of the su- 
tures healing occurred, and there has been no 
further complication. 


CASE 5 (Fig. 1£).—A. G., a white woman, 
aged 42, during a pregnancy in 1929, had an 
attack of lymphangiitis, and an ulceration de- 
veloped on the external side of the right ankle. 
She was treated with local care and rest, and 
the ulcer healed. Eleven months later it re- 
curred and, in spite of all kinds of treatment, 
did not heal. May 9, 1952, the ulcer and scar 
tissue were removed and a skin graft taken 
from the middle of the back with a dermatome, 
applied over the defect and sutured with No. 
40 dermalon. The graft “take” was perfect, 
and the patient was discharged on the twenty- 
first day. Subsequently some reaction from 
the suture material occurred, but since re- 
moval of the offending sutures the graft has 
been stable. 


CASE 6 (Fig. 1F).—M. F. C., a white wom- 
an, aged 63, had a varicose ulcer on the inter- 
nal side of the left malleolus. Eight years 
earlier she had had a high ligation and sclero- 
tization of the varicose veins with cicatrization 
of the ulcer, but ulceration recurred eight 
months later. On Jan. 4, 1951, extirpation of 
the ulcer dnd skin grafting were done. The 
patient was discharged sixteen days later. 
(Fig. 6) shows the graft two years after this 
procedure. On May 7, 1953, this patient again 
reported to me, presenting an ulceration of 
the right leg. Excision and skin grafting were 
advised, but the ulceration healed with rest 
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and local care and the patient decided to post- 
pone surgical treatment. 

CASE 7 (Fig. 1G).—A. L., a white man, 
aged 35, had a chronic ulcer of the left leg of 
ten years’ duration, with an equinus defect of 
the foot. On May 23, 1952, extirpation of the 
ulcer was performed, followed by a skin graft- 
ing. In February of this year, correction of 
the pedal defect was done by Dr. Cesar Acosta 
(traumatologist) and the graft remained sta- 
ble during the operative trauma. At the time 
of writing the patient is doing his usual work. 

CASE 8 (Fig. 1H).—T. M., a Negro, aged 
23, had a chronic ulcer of the left leg of twelve 
years’ duration, which had healed on many 
occasions only to reopen. When seen by me 
the ulcer was almost healed but the scar tissue 
covered the entire leg from the knee to the 
dorsum of the foot. On April 7, 1951, a lum- 
bar sympathectomy was performed, and on 
May 7, one month later, extirpation of the 
affected tissues of the left leg and skin graft- 
ing were carried out. 

CASE 9 (Fig. 1/).—D. R., a Negress, aged 
38, had a 10-year-old varicose ulcer on the 
internal surface of the left ankle. High liga- 
tion and sclerotization of the veins with cica- 
trization of the ulcer had been done in 1950. 
In 1952 the ulcer reopened. In October of that 
year, extirpation and skin grafting were car- 
ried out. The patient was discharged from the 
hospital completely healed. 

CASE 10 (Fig. 1/).—E. F., a Negress, aged 
36, had had a varicose ulcer on the external 
surface of the left leg for sixteen years. In 
1950 a high and low sclerosing procedure had 
been done, with ligation of the veins. On May 
7, 1951, extirpation of the ulcer and scar tis- 
sues was carried out and a skin graft taken 
from the thigh immediately applied to the de- 
fect and sutured to the edges of the wound 
with running stitches of No. 40 dermalon. 
The first change of dressing was done on the 
fifth postoperative day. The graft took per- 
fectly, and the patient was discharged from 
the hospital in perfect condition. The graft 
has remained stable, and the patient is now 
doing her usual house work. 

CASE 11 (Fig. 1K).—S. Z., a white woman, 
aged 33, presented ulceration of the middle 
and inferior portion of the left leg, which she 
stated had been present for fifteen years. In 
1939 a sympathectomy had been performed, 
with some improvement, but the ulcer re- 
mained unhealed. In 1951, when first seen by 
me, it was still unhealed. Feb. 26, 1951, extir- 
pation of the scar tissues from the middle 
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Fig. 1.—A, case of M. P., a gag 3 woman a 65. B, case of N. A., a white woman aged 52, C, 


case of L, A., a Negro aged 21. case of F. L., a white woman aged 52. E, case of A. G., a white 

woman aged 42. F,, case of M. F. C., a white woman aged 63, G, case of A. L., a white man aged 

35. H, case of T. M., a Negro aged 23. J, case of D. R., a Negress aged 38. J, case of E. F., a 
Negress aged 36. K, case of S. Z., a white woman aged 33. ( text for details.) 
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portion of the leg to the dorsum of the foot, 
with skin grafting, was done. When the pa- 
tient was discharged the graft was stable and 
has remained in perfect condition up to the 
time of writing. 

CASE 12 (Fig. 2A).—E. F., a Negress, aged 
50, after five months of hospitalization and 
treatment with ointment and antibiotics, was 
transferred to my service at the Hospital 
Vargas. An ulcer of the left leg had been 
present for eight months. The surgeon in 
charge of this patient wanted to do a lumbar 
sympathectomy at the time I operated on the 
leg. This was done on March 20, 1951. The 
graft “take” was only 80 per cent. At the 
time of the first dressings, multiple hema- 
tomes appeared below the graft. It seemed 
to me that the lumbar sympathectomy had 
produced a great deal of oozing beneath the 
graft. Subsequently a part of the achilles 
tendon was removed and a new skin graft 
applied. Although the graft was not com- 
pletely healed and stable, the patient insisted 
upon being discharged from the hospital. A 
check-up one year later showed complete cica- 
trization. 

CASE 13 (Fig. 2B).—R. D., an Indian wom- 
an, aged 34, had had a postphlebitic ulcer on 
the internal surface of the left leg for two 
years. On March 8, 1953, a lumbar sympa- 
thectomy was done, and a few days later a 
high and low ligation, with sclerotization of 
the varicose veins was performed. The ulcer 
did not heal, so the patient was referred to 
me. On April 18 extirpation and skin graft- 
ing were performed. The graft “took” 95 per 
cent. A small area, about 2 cm. in diameter, 
in the middle of the graft was lost, and in 
spite of all local and general care did not 
heal. A month later a new skin graft was 
applied, and this was also lost. The patient 
refused further surgical treatment and was 
discharged with ulceration of the graft. On 
June 8, with the ulceration still present, there 
was a local hemorrhage at the site of ulcera- 
tion. Examination revealed canalization of 
the varicosities at the juncture of the superior 
part of the graft and the leg. Local sclerotiza- 
tion with sodium morrhuate was done. A few 
days later cicatrization of the ulceration oc- 
curred, and it has remained healed for two 
months. 

CASE 14.—A. M., a white woman, aged 35, 
was seen by me on .Aug. 9, 1952, with a scle- 
rotic cuff involving the right leg from the knee 
to the superior portion of the ankle, due to re- 
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peated attacks of acute lymphangiitis. In 
spite of antibiotics these attacks recurred 
every three days. Although the cuff was not 
ulcerated, it was my opinion that something 
must be done to stop these attacks, which had 
made the patient an invalid for the past eight 
months. Therefore, on August 12, the cuff 
was removed and a skin graft applied. The 
graft “take” was perfect, and the patient was 
discharged with the graft in ideal condition. 
Since this procedure no further attacks of 
lymphangiitis have occurred, and the graft 
has remained stable. 

CASE 15 (Fig. 2C).—C. U., a Negress, aged 
50, had an ulcer of the external aspect of the 
right leg. She also had high blood pressure. 
On March 12, 1951, extirpation of the ulcer 
and skin grafting were done in conjunction 
with a lumbar sympathectomy. In B, Figure 
15, the graft is shown with a hematoma under 
it. This film was taken on the fifth day. Drain- 
age of the hematoma was carried out and a 
new dressing applied. The patient’s relatives 
insisted upon her discharge from the hospital, 
and she has not been heard from since that 
time. 

CASE 16 (Fig. 2D).—J. V. L., a white man, 
aged 78, a diabetic patient, had an ulceration 
on the inferior portion of the right leg. On 
Sept. 11, 1952, extirpation of the ulcer was 
done. In this case, because of the patient’s 
age, fourteen days were allowed to elapse be- 
fore performing*the skin graft. For the same 
reason, the patient’s condition during opera- 
tion was not at all satisfactory. Nevertheless, 
the graft “take” was 100 per cent perfect, and 
the patient was discharged from the hospital 
in perfect condition. The graft has remained 
stable, although on April 8, 1953, the patient 
fell against the edge of the curb and injured 
it. With local treatment, however, it healed 
in a few days. 

CASE 17 (Fig. 2E).—E. F., a white man, 
aged 28, was the victim of a shotgun blast in 
1941, while on a hunting trip. The external 
surface of the inferior portion of the leg was 
involved. The wound healed by secondary in- 
tention, producing a scar with retraction of 
the tendons. In 1951 the scar became ulcer- 
ated and showed no tendency to heal. In Oc- 
tober, 1952, I saw the patient, there was an 
ulceration measuring about 4 to 6 cm. on the 
external aspect of the inferior portion of the 
left leg. Roentgenograms showed a great num- 
ber of lead pellets imbedded in the tissues. 
In September extirpation of the ulcer was 
done, with removal of all possible lead pellets, 
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Fig. 2—A, case of E. F., a Negress aged 50. B, case of R. D., an Indian woman aged 34. C, case 

of C. U., a Negress aged 50. D, case of J. V. L., a white man aged 78. E, case of E. F., a white 

man aged 28. G, case of J. G., a white man aged 25. H, case of F. T., a white man aged 20. (See 
text for details.) 


723 


liberation of the tendons and application of a 
cross leg flap. Twenty-one days later the flap 
was severed. The patient was discharged five 
days thereafter in perfect condition. 

CASE 18.—F. M. O., a white man aged 25, 
suffered an injury of the foot in 1947, and ul- 
ceration developed on the anterior surface of 
the left ankle. In 1950 lumbar sympathectomy 
was done, but the ulcer remained. On Aug. 
10, 1951, the ulcer was extirpated, the ten- 
dons exposed and a cross leg flap applied. On 
September 1 the base of the flap was severed, 
and the patient was discharged in perfect 
condition. Subsequently I wished to improve 
the appearance of the flap, but the patient 
refused, stating that he was satisfied with 
the results. 

CASE 19 (Fig. 2F').—J. G., a white man, 
aged 25, suffered an automobile accident in 
1940, which caused loss of skin over the tibia. 
A cast had been applied and the wound had 
healed, but five months later it became ulcer- 
ated and had remained unhealed in spite of 
all local treatments. Roentgenograms revealed 
ostoeomyelitis of the tibia. This was treated 
with saucerization and a cross leg flap. On 
Jan. 1, 1951, it was noted that the flap had 
taken well and severance of the base of the 
flap was done. The patient was discharged 
ten days later in perfect condition, but on 
April 8, 1952, he returned with ulceration of 
the edge of the flap. On December 8, extirpa- 
tion and skin grafting were carried out, and 
the patient was discharged twenty days later 
in perfect condition. The area has remained 
healed since that time. 

CASE 20 (Fig. 2G).—L. A., a white man 
aged 38, had had osteomyelitis of the right 
tibia for four years. On Sept. 2, 1952, saucer- 
ization of the tibia was performed, and ten 
days later the patient was referred to me. 
On September 9, a cross leg flap was applied, 
and twenty-one days later the base of the flap 
was severed. Five days thereafter the patient 
was discharged with the flap in perfect condi- 
tion. There has been no recurrence of the 
osteomyelitis. 

CASE 21 (Fig. 2H).—F. T., a white man 
aged 20, had recurrent osteomyelitis of the 
right leg. In 1940, saucerization of the tibia 
was performed. For two years the patient 
had no trouble, but in 1951, after an injury to 
the leg, there was a recurrence of the osteo- 
myelitis. Roentgenograms showed a seques- 
trum of the midportion of the tibia. In Aug- 
ust of the same year, saucerization of the 
tibia was done and a skin graft applied over 
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the bone. The graft “took” perfectly, and the 
patient was discharged. Six months later he 
returned with the graft almost lost. On Jan. 
8, 1952, the graft was extirpated and a cross 
leg flap applied. Twenty-one days later the 
base of the pedicle was severed. There has 
been no recurrence of the osteomyelitis. 


SUMMARY 


1. Of the 100 cases mentioned in this 
report, 75 per cent were cases of chronic 
varicose ulcer, 

2. No attempt has been made to men- 
tion anything relative to the etiologic or 
the pathologic aspects of the ulcer, be- 
cause this has been extensively and well- 
covered in many papers on leg ulcer. 

3. In all cases of chronic varicose ulcer 
in which sclerosis has been done, the au- 
thor has been unable to find the sclerotic 
veins at operation or in the anatomo- 
pathologic reports. 

4. In cases in which sympathectomy 
was performed at the time of the grafting 
the results were not as satisfactory as in 
those cases in which the sympathectomy 
was done prior to the skin graft or in 
which no sympathectomy was done. 

5. Recurrence of ulceration has oc- 
curred in about 7 per cent of the cases, 
but is due mainly to insufficient removal 
of scar tissue and because the fact that 
the patient did not take care of the graft 
as instructed. 


RESUMEN 


1. En los 100 cases comunicados, el 75 
por ciento tenian tlceras varicosas créni- 
cas. 

2. No se han hecho intentos para men- 
cionar nada relativo de los aspectos etio- 
légicos o patolégicos de la Ulcera, ya que 
ésto se encuentra tratado ampliamente en 
muchos articulos sobre tilcera dela pierna. 

8. En todos los casos de tilcera varicosa 
crénica en los cuales se hizo ligadura y 
esclerosis, no se han encontrado las venas 
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esclerosadas en la operacién o en las comu- 
nicaciones anatomopatolégicas. 

4. En los casos en los que se hizo simpa- 
tectomia al mismo tiempo que injerto, los 
resultados no son tan satisfactorios como 
en aquellos en los cuales se hizo simpatec- 
tomia antes del injerto cuténeo, o en que 
no se hizo simpatectomia. 

5. Se produjo recidiva de la tlcera en 
7 por ciento de los casos, lo cual se debid 
a la extirpacién insuficiente del tejido ci- 
catricial, a causa de que el paciente no 
tuvo cuidado del injerto. 


RIASSUNTO 


1. Dei 100 casi riferiti in questo lavoro, 
75 erano ulcere varicose. 

2. L’Autore ha trascurato di interessarsi 
degli agenti etiologici o dei caratteri ana- 


tomo-patologici delle ulcere osservate, gi- 


acché tali punti sono stati accuratamente 
trattati in molti altri lavori sull’argomen- 
to 


3. Ogniqualvolta, nella cura delle ulcere 


varicose, era stata eseguita la legatura e 
la sclerosi delle vene, l’autore non riusci 
ad identificare le vene sclerotiche né all’at- 
to dello intervento né con la ricerca ana- 
tomo-patologica. 

4. Nei casi in cui fu eseguita una sim- 
patectomia contemporaneamente ad un 
trapianto di cute, i risultati furono meno 
soddisfacenti di quelli ottenuti in quei casi 
in cui la simpatectomia precedette il tra- 
pianto. 

5. Le ulcere recidivarono in 7 casi su 
cento, sopratutto perché l’asportazione del 
tessuto cicatriziale fu insufficiente e per- 
ché il paziente trascurd di attenersi alle 
istruzioni ricevute. 


ZUSAM MENFASSUNG 


1. Bei 75% der hier berichteten 100 
Falle handelte es sich um chronische 
Krampfadergeschwiire. 

2. Auf die Besprechung der Atiologie 
und der Pathologie des Unterschenkelge- 
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schwiirs wird verzichtet, weil diese The- 
men in vielen Arbeiten schon ausfiihrlich 
unt gut behandelt worden sind. 

3. In keinem Fall von chronischem 
Krampfadergeschwiir, wo Unterbindung 
und Sklerosierung ausgefiihrt worden 
waren, ist es dem Verfasser gelungen, die 
sklerotischen Venen bei der Operation 
oder im anatomisch-pathologischen Pra- 
parat zu finden. 

4. Bei Fallen, in denen eine Sympathek- 
tomie gleichzeitig mit einer Hautplastik 
ausgefiihrt wurde, waren die Ergebnisse 
nicht so zufriedenstellend wie in denen, 
wo die Sympathektomie der Hautplastik 
vorausging oder wo keine Sympathektomie 
ausgefiihrt wurde. 

5. Ein Wiederauftreten von Geschwiir- 
en wird in etwa 7% der Fille beobachtet 
und ist im wesentlichen auf die unzulang- 
liche Entfernung des Narbengewebes und 
auf die Ausserachtlassung der dem Pa- 
tienten auferlegten Vorschriften zur Be- 
handlung der Plastik zuriickzufiihren. 


RESUME 


1. Parmi les 100 cas mentionnés dans ce 
rapport, 75 furent des cas d’ulcére vari- 
queux chronique. 

2. Aucune tentative n’a été faite pour 
traiter des points de vue étiologiques ou 
pathologiques parce que ceci a été ample- 
ment bien développé dans maintes publica- 
tions sur l’ulcére de jambe. 

8. Dans tous les cas d’ulcére variqueux 
chronique ow la ligature et la sclérose ont 
été effectuées, l’auteur a été incapable de 


trouver les veines sclérosées soit 4 l’opéra- 


tion soit dans des rapports anatomopatho- 
logiques. 

4. Les résultats ne furent pas aussi sat- 
isfaisants quand la sympathectomie fut 
faite au moment de la greffe de peau 
qu’avant cette greffe. 

5. L’ulcération récidiva dans environ 
7% des cas, surtout a cause de l’enlévement 
insuffisant du tissu cicatriciel et du fait 
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que le patient ne prit pas soin de la greffe 
comme on le lui apprit. 


SUMARIO— 


1. Dos 100 casos apresentados neste 
trabalho, em 75% tratava-se de tlceras 
varicosas crénicas. 

2. Nao foi feita qualquer tentativa para 
mencionar qualquer causa relativamente 4 
etiologia ou aspectos patolégicos das Ulce- 
ras, por ter tal assunto sido exaustivamen- 
te estudado em muitos trabalhos sdébre 
ulceracao das pernas. 

8. Em todos os casos de tilceras crénicas 
varicosas em que foi feita a ligadura e a 
esclerose, 0 autor nao conseguiu encontrar 
as veias escleréticas no operagao ou no 
relatério anatomo-patolégico. 

4. Nos casos em que foi feita a simpa- 
tectomia por ocasiéo dos enxértos, os re- 
sultados nao foram tao satisfatérios como 
naquéles em que a simpatectomia foi feita 


As alchemy passed, a new science was born . . . The thought that life could be 


JUNE, 1956 


antes do enxérto cutaéneo e em que nao 
foi feita simpatectomia. 

5. A recidiva da ulceracéo ocorreu em 
cérca de 7% dos casos, sendo devida prin- 
cipalmente a retirada insuficiente do teci- 
do cicatricial e porque os pacientes nao 
cuidaram devidamente dos enxértos, con- 
forme instruidos. 
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made to exist forever occupied the minds of many men of intellect . . . Modern 
investigation finds that this strange delusion existed in every European country, 
causing men, often those of genius, to endure privation and seclusion which ended 
only in death in the search for the elixir of life that would promote an existence 
which, if not eternal, would continue much beyond the span of ordinary life . . . 
The idea of eternal life died hard, for we find it cropping up many times in a 
search for a panacea for all ills, which was believed to renew youth and prolong 


life indefinitely. 


. 
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PVP-Iodine: History, Toxicity 
Therapeutic Uses 


HERMAN A. SHELANSKI, Ph.D.} 
AND 
MORRIS V. SHELANSKI, M.D., C.M.* 


PHILADELPHIA, PENNSYLVANIA 


OLYVINYLPYRROLIDONE (povi- 
P done) !** meets the criteria for a suc- 

cessful expander of blood volume. It 
is one of the final products of a series of 
reactions starting with acetylene and for- 
maldehyde and is similar in configuration 
to the breakdown products of hemin ex- 
cept that there are many more pyrrole 


rings in PVP, and the linkage between the © 


rings is by means of vinyl groups bridging 
the nitrogens rather than methene bridges 
joining the adjacent carbons. 

Physical Properties.—Povidone (PVP) 
is a nearly white powder, readily soluble 
in water and many organic solvents. It 
is stable to heating in air at 100 C. for at 
least sixteen hours. The powder is hygro- 
scopic, but otherwise stable, and can be 
stored indefinitely. 

Physiologic Properties. — Povidone re- 
sembles the proteins of natural plasma in 
its capacity for binding water and adsorb- 
ing other substances. These properties 
have been attributed to the presence of the 
amido (-CO-N-) groups. Because of its 
high collodial osmotic pressure, PVP (2.5 
per cent, later 3.5 per cent) in physiolog- 
ical solution of sodium chloride (periston) 
was used extensively by the Germans in 
the treatment of shock.? PVP, after intra- 
venous administration, was shown by 
Weese and Hecht* to assume the carrier 
functions of the plasma proteins. Benn- 


+Deceased. 

*Research Fellow, Philadelphia General Hospital; Director 
of the Industrial Toxicological Laboratories, Philadeiphia, Pa. 

**Povidone is distributed by the Isodine Pharmacal Corp., 
Denver, Delaware. 
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hold, Schubert and others‘ demonstrated 
by cataphoretic and diffusion experiments 
that, in addition to its physical resem- 
blance to plasma proteins, PVP shows a 
biologic resemblance by adsorbing physio- 
logic and nonphysiologic products, includ- 
ing bilirubin, atabrine, Vitamins B-1, C, 
and P and numerous dyes, as well as the 
toxins of diphtheria, tetanus and botulinus. 
In addition, intravenously injected PVP 
exhibits another characteristic of plasma 
protein. This is the so-called embathic ef- 
fect, which is the ability to render diffusi- 
ble coarsely dispersed dyes such as congo 
red.5 

Pharmacologic Properties. — PVP dis- 
plays a retarding and potentiating effect 
on a large number of parenterally admin- 
istered drugs. This effect was first ob- 
served in Germany by Duttmann,* who 
used it to prolong the action of pontocaine 
in peridural anesthesia. Further advances 
in the utilization of this characteristic 
have been made in France, England and 
the United States, especially in intramus- 
cular antibiotic preparations. 

Schubert and his associates have claimed 
that PVP detoxifies in vivo certain dyes 
and certain toxins, including those of 
diphtheria, botulinus and tetanus, They 
postulated a mechanism in which the PVP 
protects the liver by diverting the toxins 
to the kidney and by increasing the rate of 
excretion through that organ into the 
urine by virtue of its embathic effect.? 

Discovery of PVP-Iodine.—In view of 
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the détoxifying properties of PVP, She- 
lanski, Cantor and Shelanski® studied its 
effects upon inorganic toxic materials. One 
of the first of such materials studied was 
iodine in Lugol’s solution and as a tinc- 
ture. 

In preliminary studies of acute oral 
toxicity on albino rats, Lugol’s solution 
and tincture of iodine in combination with 
PVP were shown to be less toxic than was 
either solution alone. Altered physical 
properties were produced by the presence 
of PVP. Most obvious was the altered 
color of the solution. Instead of the red or 
purplish color expected, a rich mahogany 
color was obtained. Coupled with this was 
the observation that the vapor pressure of 
the iodine was considerably reduced. It 
was logical to assume that the iodine was 
undergoing some alteration in the pres- 
ence of the PVP. In attempting to titrate 
back the iodine, it was discovered that not 
all the iodine could be recovered. Repeated 
extractions with chloroform were unsuc- 
cessful in retrieving the missing portion 
of iodine. Further additions of Lugol’s 
solution or tincture to the iodine-contain- 
ing PVP, however, resulted in no similar 
loss of iodine, At this point, Shelanski 
and Shelanski theorized that the lost io- 
dine was bound to the PVP in the form of 
organically bound iodide, which should act 
to stabilize iodine in the same manner as 
potassium iodide in Lugol’s solution. They 
prepared an aqueous solution of iodine 
combined with PVP without the aid of the 
usual solvents or solubilizing substances. 
Thus, it was shown that PVP itself acts 
as a carrier of iodine in water solutions. 
It was later shown that iodine vapors are 
directly soluble in PVP powder. 

Chemical Nature of PVP-Iodine. — It 
was shown that PVP acts in a manner 
similar to plasma protein in combining 
with iodine. A small fraction (less than 
1 per cent) of the iodine is converted di- 
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rectly into inorganic iodide. The reaction 
occurs at the ends of the PVP molecules, 
where an acid environment prevails. The 
amount of inorganic iodide formed is de- 
termined by the number of free end 
groups and thereby by the molecular 
weight of any given PVP sample. About 
30 per cent of the iodine is converted into 
organic iodide (corresponding to protein- 
bound iodine). The remainder of the io- 
dine exists as free elemental iodine. The 
free iodine is made soluble by the organic 
iodide. There is still another factor, how- 
ever, which is responsible for the solubil- 
ity of the iodine, In Lugol’s solution, 2 
parts of potassium iodide are required to 
make 1 part of iodide soluble. In PVP- 
iodine the proportions are reversed ; about 
30 per cent of the iodine is converted to 
iodide, and 70 per cent remains free. The 
reason for this phenomenon is not com- 
pletely clear, but it appears that a two- 
phase system exists. The free iodine actu- 
ally is in solution in the PVP iodide. The 
PVP-iodide-iodine complex in its entirety 
is in solution in the water. 


Effectiveness Against Microorganisms. 
—Cantor and Shelanski proceeded with 
the in vitro assay of PVP-iodine. It was 
demonstrated that the iodine in PVP- 
iodine was available to perform the same 
functions as iodine in tincture or Lugol’s 
solution, namely, its bacteriocidal, viricidal 
and protozoocidal capabilities had not been 
decreased. With use of the capacity 
method® developed by Cantor and Shelan- 
ski, it was shown that the capabilities of 
iodine had been prolonged. 


Toxicity of PVP-Iodine.—Concurrently 
these authors, investigating the toxicity of 
PVP-iodine in mammals, noted that iodine 
in this form was less toxic than iodine in 
Lugol’s solution or tincture. 

The toxicity studies were performed 
with PVP-iodine solutions containing 1 to 
5 per cent iodine and 2 to 10 per cent PVP 
in distilled water. 
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Acute Oral Toxicity Study. — Twelve 
groups of animals, each containing 10 
albino rats of the Yale-Sherman-Wistar 
strain, were used in testing Lugol’s solu- 
tion containing 2.5 per cent free iodine, 
and an equal amount was used in studying 
a PVP-iodine solution containing 2.5 per 
cent free iodine. These rats were observed 
for two weeks to make sure that they were 
normal. Litter mates were dispersed 
throughout all groups of both studies. 
From twenty-four hours prior to dosing, 
the animals were given water only. Dos- 
ing was performed by means of a rubber 
catheter introduced via the mouth directly 
into the stomach. Doses were accurately 
measured by means of a calibrated 
syringe. Survival counts were taken daily 
for two weeks after administration of the 


iodine solutions. The LDso results were as. 


follows: 
Lugo!l’s solution—400 mg. of free io- 
dine per kilogram. 
PVP-iodine—1,300 mg. of free iodine 
per kilogram, 

This shows that PVP-iodine is more 
than three times as safe to use as is Lu- 
gol’s solution containing an equal amount 
of free iodine. 

Another group of investigators who per- 
formed this study obtained an LD;» of 
107.5 mg. of free iodine per kilogram for 
Lugol’s solution and 962.5 mg. of free io- 
dine per kilogram for the PVP-iodine solu- 
tion. In these results there is a 9 to 1 ratio 
with regard ,to the safety of use of the 
PVP-iodine solution. 

Percutaneous Studies on Intact Skin.— 
Twenty-five rabbits were prepared by 
clipping the hair from the back to expose 
a large area of skin. PVP-iodine, contain- 
ing 10 per cent PVP and 2 per cent iodine, 
was applied over an area of 1 square inch 
on one side of the animal. On the other 
side a tincture of iodine solution contain- 
ing 2 per cent free iodine was applied in a 
similar manner and used as a control. The 
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contact sites were covered with lintine 
discs, which in turn were covered with 
waxed paper and held in place with adhe- 
sive tape. The patches were scheduled to 
be left on for ninety-six hours, Within 
twenty-four hours, however, severe ery- 
thema and edema developed in the sites of 
contact with tincture of iodine, necessitat- 
ing removal of these patches. No such 
reactions developed with the PVP-iodine, 
even though the patches remained in place 
for the scheduled ninety-six hours. After 
a two-week period of recuperation the 
patches were reapplied in an identical 
manner. Again the tincture of iodine 
patches had to be removed prematurely 
because of severe reactions. After forty- 
eight hours the PVP-iodine patches had 
produced no cutaneous reactions. 

With the same solutions, 200 human 
subjects were exposed to a similar patch 


_ test. As in the case of the rabbits, the 


tincture of iodine patches had to be re- 
moved prematurely (within twenty-four 
hours) because of complaints caused by 
the severe cutaneous reactions. The PVP- 
iodine patches produced no such reactions, 
even after ninety-six hours of contact, 
when they were removed. 


After two weeks the patches were reap- 
plied in the same manner, and again the 
reactions to the tincture of iodine were 
severe within twenty-four hours. No such 
reactions occurred with the PVP-iodine, 
even after forty-eight hours. 


One hundred volunteer persons were 
subjected to the repeated insult patch test 
method of Shelanski and Shelanski.® The 
same solutions of tincture of iodine and 
PVP-iodine were tested. The patches were 
scheduled for twenty-four hour contact, 
every other day, with 15 applications, The 
tincture of iodine patches were discontin- 
ued after the first application because of 
severe reactions, even though the patches 
had been removed within twenty-four 
hours. No complaints or reactions were 
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caused by the PVP-iodine patches through- 
out the 15 applications. Even after a chal- 
lenge application, which was carried out 
after three weeks and consisted of contact 
for forty-eight hours, the PVP-iodine elic- 
ited no subjective complaints and no vis- 
ible reactions. 

Percutaneous Studies on Damaged Skin. 
—All the aforedescribed studies were re- 
peated on those rabbits and human sub- 
jects in which the skin of the contact sites 
was purposely damaged by abrasion with 
coarse sandpaper. In all cases the results 
were essentially the same. In addition, it 
was observed that no infections occurred ; 
all the abrasions were healed or in the 
process of healing when the PVP-iodine 
patches were removed. 

Mucous Membrane Exposures.—Twen- 
ty-five rabbits were used to determine and 
compare the irritating effects of a PVP- 
iodine solution and Lugol’s solution when 
instilled into the eyes. The PVP-iodine 
solution contained 10 per cent PVP and 1 
per cent iodine. The Lugol’s solution con- 
tained an equal amount of free iodine. 
One-half cc. of the PVP-iodine was in- 
stilled into the left eye of each of the rab- 
bits and the same amount of the Lugol’s 
solution was instilled into the right eye 
as a control, The eyes were observed daily 
for two weeks. The PVP-iodine produced 
a slight reddening of the conjunctiva 
which disappeared within two or three 
days. The Lugol’s solution produced se- 
vere erythema, edema and progressive 
corneal damage, which did not clear up 
within the two-week period of observa- 
tion. 

The effects of repeated daily instilla- 
tions of the two solutions were studied in 
a group of 25 guinea pigs and 25 rabbits. 
It was planned to instill 0.1 cc. of PVP- 
iodine daily into the left eye of each animal 


and 0.1 cc. of Lugol’s solution into the. 


right eye. The reactions were so severe 
with the latter that the instillation of 
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Lugol’s solution was discontinued after 
three days. The PVP-iodine, however, 


-produced transitory erythema, which 


cleared within a few hours. Instillations 
with the PVP-iodine were continued for 
the entire fifteen-day period without any 
significant damage. Two weeks after the 
fifteenth instillation a challenge instilla- 
tion was performed with PVP-iodine, The 
results were identical with those observed 
before. 


A group of 25 human volunteers was 
used in the next study. The mucous mem- 
branes of the throat, including the tonsil- 
lar fossae, the palate, the uvula, and the 
posterior pharyngeal wall were swabbed 
with approximately 2 cc. of PVP-iodine. 
The reactions ranged from a stinging sen- 
sation, which abated in ten to twenty min- 
utes, to no sensation but a “bad taste.” 
The subjects were examined for reactions 
every half hour for the first two hours 
and every hour thereafter for the next 
four hours. There was a slight reddening 
of the mucous membranes in about 60 per 
cent. Forty per cent showed no reaction. 
The reddening persisted for two hours or 
less. These studies were repeated daily, 
fifteen applications being tested on 10 pa- 
tients, 5 of whom showed no reactions at 
all to the PVP-iodine and 5 of whom 
showed reddening after initial application. 
In none of these patients was there any 
aggravation of the initial reaction to the 
PVP-iodine. After two weeks of rest these 
10 patients were again treated in the same 
manner, and the reactions noted were sim- 
ilar to those previously noted. 


Effect on Iodine-Sensitive Humans.— 
Three known iodine-sensitive volunteer 
subjects were tested with patches of PVP- 
iodine and Lugol’s solution. The skin in 
contact with the Lugol’s solution erupted 
with a severe reaction, typical of the sen- 
sitization-type reactions. None of the pa- 
tients showed any reaction to the PVP- 
iodine. 
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Therapeutic Evaluation of PVP-Iodine. 
—Except when otherwise noted, PVP- 
iodine solutions containing 2 per cent free 
iodine and 10 per cent PVP were used. 
Two series of patients were treated.* The 
first series consisted of patients with sur- 
face infections, both bacterial and mycotic, 
of the skin and mucosa. The second series 
of patients had wounds of the skin or mu- 
cosa, and the group included those on 
whom operations were performed. More 
than 300 patients were treated. 

Series 1: Polyvinylpyrrolidone-Iodine 
for Treatment of Surface Infection—A 
total of 108 representative patients with 
bacterial and mycotic infections of the 
skin and mucosa were treated with the un- 
altered PVP-iodine solution, consisting of 
varying proportions of iodine and PVP in 
water. All showed marked improvement . 
within eighteen hours, and in 100, or 94.3 
per cent, the condition cleared up within 
thirty-six hours. In detail the series con- 
sisted of 62 cases of bacterial infections of 
the skin, 23 of sore throat, 12 of mycotic 
infections of the toes, 6 mycotic infections 
of the hands, 2 of mycotic infections of 
the ears and 3 of mycotic infections of 
the perineal region. Typical case histories 
are as follows: 

CASE 1.—A 24-year-old white man had a 
history of recurrent sycosis barbae, which had 
responded slowly to treatment. PVP-iodine 
was applied to the chin and cheeks without 
producing any additional irritation of the le- 
sions. Within four hours the patient noted 
relief from the irritation produced by the in- 
fection. Within eighteen hours the lesions had 
become noticeably drier. PVP-iodine was ap- 
plied a second and third time after twenty- 
four hours and forty-eight hours respectively. 
Complete recovery was noted on the third day 
after the treatment had been started. During 
this time the patient was not allowed to shave 
or wash his face. 

CASE 2.—A 32-year-old white man had an 
infected wound on the dorsal aspect of the 


*These patients were treated at the Philadelphia General 
Hospital and in the Medical Department of General Motors 
Corporation, Wilmington, Delaware. : 
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right little finger. The wound was purulent, 
ulcerated and inflamed. Enlarged lymph nodes 
were present in the epitrochlear and axillary 
regions. The temperature was 99 F. The 
wound was cleansed; PVP-iodine was applied, 
and the wound was dressed. No increased irri- 
tation was noted by the patient. After twenty- 
four hours the temperature was normal. 
Lymphadenopathy had diminished. The wound 
itself was dry and clean, and epithelization 
was in progress. 

CASE 3.—A 38-year-old white man had had 
bilateral mycotic infection of the ears for sev- 
eral months, and all previous treatment had 
failed. PVP-iodine was instilled into both 


' ears, and a superficial cotton plug was used to 


close the canals. Relief from itching was 
noted in one hour. After twenty-four hours 
reexamination showed desquamation of the 
epithelium and a decrease in the amount of 
discharge. The drum appeared almost normal 
except for some discharge on the surface. A 
second application of PVP-iodine was made at 
this time. On the next day, examination re- 
vealed that the left ear was completely dry. 
The right ear still had some discharge, but 
there was no itching. PVP-iodine was again 
applied in both ears. Four days after the start 
of the treatment both ears appeared complete- 
ly normal. The patient was relieved of itching 
and has continued well. 

CASE 4.—A 21-year-old white man had had 
gross mycotic infection of the right foot for 
the past eight years. No previous treatment 
had produced any relief. On first examination 
the dorsal aspect of the foot was covered with 
weeping sores. The patient stated that the 
itch was so unbearable that he had to scratch 
almost continuously. PVP-iodine was applied 
to the lesions, and the foot was bandaged. 
Twenty-four hours later, reexamination 
showed a marked decrease in the discharge. 
The patient volunteered the information that 
he was able to sleep peacefully, without inter- 
ruption, for the first time in many years. Daily 
applications of PVP-iodine were continued 
for one week. Marked improvement was noted, 
although the lesions had not completely healed. 
Tincture of 30 per cent PVP-iodine was pre- 
pared and given to the patient for self-treat- 
ment. At the time of writing the lesions are 
minimal and dry. Since they are still present, 
however, we consider this case a failure. 

CASE 5.—A 30-year-old white man com- 
plained of sore throat of one week’s duration. 
He had undergone intensive treatment by his 
family physician, without relief. The temper- 
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ature was 99.9 F., and the cervical lymph 
glands were swollen and tender. The entire 
pharynx was markedly injected. The patient’s 
throat was swabbed with PVP-iodine. After 
twenty minutes the pain had completely 
abated. The patient could swallow without 
distress for the first time since his illness be- 
gan. On the next day the temperature was 
normal and all complaints had disappeared. 
CASE 6.—A 25-year-old white woman com- 
plained chiefly of sore throat and earache of 
two days’ duration. The temperature was 
100.1 F. Examination revealed marked injec- 
tion of the right side of the pharynx and 
edema of the opening of the eustachian tube. 
PVP-iodine was applied to the pharynx by 
means of a swab. After thirty minutes the 
patient’s complaints of pain had diminished. 
Reexamination showed that the eustachian 
tube was now open. The temperature had sub- 
sided to normal in four hours. j 
These cases are typical of the entire se- 
ries. Of the 6 cases in which treatment 
was considered to have failed, there were 
long-standing fungous infections in 3. 
These, although considerably improved by 
PVP-iodine, did not clear up completely 
or recurred. In the other 3 cases there 
were bacterial infections treated late in 
their course, so that generalized therapy 
was also deemed necessary. The improve- 
ment in these cases could not be attributed 
wholly to local use of PVP-iodine, since 
penicillin was also given intramuscularly. 
Series 2: PVP-Iodine Treatment of 
Wounds and Rise in Preoperative Cases. 
—Sixty-seven wounds of various sorts, 
from superficial skin cuts to deep muscu- 
lar and tendon lacerations, were treated. 
In addition, in 34 surgical cases PVP- 
iodine was used as a cutaneous and inci- 
sional germicide. Typical cases are as 
follows: 
CASE 7.—A 28-year-old white man sustained 
a deep laceration of the left palm. The skin 
over the thenar eminence was completely un- 
dercut for approximately 2 cm., the tendons 
and subcutaneous structures being left ex- 
posed. The patient’s hand was completely 
covered with grease and dirt, which was im- 
possible to remove with soap and water. The 
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entire hand was prepared with PVP-iodine. 
The patient complained of some burning when 
the PVP-iodine was applied directly into the 
deep laceration. For comparison, a small 
amount of alcohol was placed in one corner of 
the cut. The patient stated emphatically that 
the pain had increased considerably with the 
alcohol. The closure of the wound required 4 
subcutaneous absorbable sutures, and 12 wire 
sutures were used to close the skin. In spite 
of the massed contamination present when the 
laceration occurred, recovery was uneventful, 
without any infection. The patient did show 
an elevation of temperature to a maximum of 
100 F. twenty-four hours after the injury. 


CASE 8.—A 40-year-old white man was lift- 
ing a heavy box, which dropped on his right 
middle finger and amputated the distal pha- 
lanx. When first seen, the patient was bleed- 
ing profusely; his hands were completely 
covered with grease and dirt, which was im- 
possible to remove with soap and water or 
thinner. After the bleeding had been con- 
trolled the entire hand was prepared with 
PVP-iodine. The patient complained of burn- 
ing caused by the PVP-iodine on the raw sur- 
face of the finger. A drop of tincture of a 
mercurial was placed on the raw surface for 
comparison. The patient emphatically stated 
that the pain was much less intense with the 
PVP-iodine. His foreman in the meantime had 
retrieved the amputated fragment of finger. 
It was decided—to attempt to graft the frag- 
ment, even though it had been lying on the 
floor for about fifteen minutes. The fragment 
was bathed for five minutes in a warm PVP- 
iodine solution. It was reapproximated by 
anchoring the bone ends by means of wire 
sutures and the skin ends with 10 wire sutures 
and a wire stay suture. The finger was 
splinted and bandaged. After five days the 
dressing was removed and the wound cleansed. 
It was without infection and in the process of 
knitting. The sutures were removed on the 
tenth day. At this time the distal third of the 
fragment had become dark and shriveled. The 
proximal two-thirds was somewhat swollen 
but viable. The shriveled fragment was re- 
moved and the skin edges reapproximated, 
with PVP-iodine used for antisepsis. Recov- 
ery was uneventful. 

CASE 9.—A 22-year-old white man had an 
infected sebaceous cyst behind the left ear. 
The skin was prepared with PVP-iodine. The 
cyst was incised, and purulent cheesy material 
was removed. A small drain soaked in PVP- 
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iodine was inserted into the incision, and the 
wound was dressed. Twenty-four hours later 
the drain was removed. No evidence of infec- 
tion was present. No irritation due to the 
PVP-iodine could be noted. 


CASE 10.—A 21-year-old white man had a 
ganglion on the dorsal aspect of the right 
wrist, which interfered with his work. The 
hair was shaved off and the skin prepared with 
PVP-iodine. A small incision was made over 
the ganglion; the tissues were separated, and 
a grape-sized ganglion was noted, arising 
from the extensor digitorum profundum ten- 
don. The entire wound was coated with PVP- 
iodine after the ganglion had been excised. 
The skin was reapproximated with 2 nylon 
mattress sutures. The sutures were removed 
in six days. Recovery was uneventful. 


CASE 11.—A 40-year-old white man had had 
the left first upper molar removed and was 
complaining of pain. Examination revealed a 
dry socket. The socket was painted with PVP- 


iodine. Relief was apparent within thirty min-. 


utes. A second application of PVP-iodine was 
made at the end of four hours. No further 
treatment was necessary. 


In addition to these two series, a num- 
ber of patients with varicose ulcers were 
treated. 


CASE 12.—A white man aged 50 had stasis 
eczema and an infected varicose'ulcer of the 
right ankle. The duration of the ulcer and 
the eczema was five years. The patient had 
undergone saphenous ligation and a variety 
of local treatment, without effect. PVP-iodine 
was given him to be applied locally night and 
morning, in addition to supportive dressings. 
The patient was seen at weekly intervals, and 
definite improvement was noted after the first 
week. Pain was diminished, and the seropuru- 
lent discharge cleared, the base of the ulcer 
showing healthy granulation tissue. After 
three weeks the ulcer was partially closed; 
there was no pain, and the stasis eczema sub- 
sided. Application of PVP-iodine was contin- 
ued twice daily, and at the end of six weeks 
the ulcer was entirely healed. Epithelization 
being complete, the patient was discharged. 


CASE 13.—M. S., a white woman aged 50, 
had a varicose ulcer on the inner aspect of the 
left ankle, of four years’ duration. Examina- 
tion revealed marked varicosities. Superficial 
lesions and one dime-sized ulcer were present 
on the left ankle. Pain was present and severe. 
PVP-iodine was applied twice daily, with a 
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supportive bandage. After one week the pain 
subsided and the ulcer was healing, being now 
only one-half its former size. The patient was 
classified as “improved.” 


CASE 14.—M. S., a white woman aged 65, 
had a punched-out varicose ulcer the size of a 
split pea on the anterior aspect of the left leg. 
There was severe pain, with inflammatory 
changes. PVP-iodine was applied twice daily, 
with a supportive dressing. After one week 
the ulcer was healing and was half its original 
size. There was no drainage. The pain also 
had subsided. The patient was classed as “im- 
proved.” 


CASE 15.—F. P., a white man aged 52, had 
had a dime-sized varicose ulcer on the poste- 
rior aspect of the right leg for four weeks. 
The pain was severe and was associated with 
stasis edema. PVP-iodine was applied twice 
daily. After one week the pain had diminished 
considerably. The ulcer was filling in, and 
epithelization was beginning. After two weeks 
there was no pain and the ulcer was almost 
healed. In addition to PVP-iodine, a suppor- 
tive dressing was used. This patient also was 
classed as “improved.” 


A number of patients with thrush were 
also treated. 


CASE 16.—M. Z., a boy 5 weeks old, was seen 
in October 1950, with a condition of three 
weeks’ duration, diagnosed as thrush. The 
area around the mouth was covered with 
plaques, and the tongue, buccal pouch and 
pharynx with heavy plaques. The child had 
been treated with gentian violet (1 per cent), 
boric acid solution, borax solution and anti- 
biotics. Treatment with gentian violet caused 
excorciations. The baby would not eat or take 
the bottle. PVP-iodine was applied three times 
daily and produced dramatic results in twelve 
hours. The child began to eat well and was 
completely cured in forty-eight hours. 


CASE 17.—L. F., a woman aged 21, with a 
condition diagnosed as thrush, was seen in 
1951. The lips and tongue were cracked and 
dry, with areas of plaques. The duration of 
the ailment was approximately nine months. 
It had been treated with antibiotics, gentian 
violet, vitamins and Dobell’s solution. PVP- 
iodine was applied every four hours. An ex- 
cellent response appeared in twenty-four hours. 
Within forty-eight hours most of the affected 
areas were healed. 


A report by an oral surgeon who treated 


on 
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15 patients with conditions clinically diag- 
nosed as thrush and fungous infection 
under dentures. stated that in all cases 
there was a favorable response to PVP- 
iodine therapy, usually within a few days. 


SUMMARY AND CONCLUSIONS 


The chemical, physiologic and pharma- 
ceutical aspects, as well as the uses, of 
polyvinylpyrrolidone (povidone) have 
been presented, together with the toxico- 
logic and therapeutic evaluation of PVP- 
iodine as compared with Lugol’s solution 
and tincture of iodine. These studies show 
that the toxicity of PVP-iodine is much 
less than that of iodine in the tincture or 
in Lugol’s solution, 

Clinical studies show that PVP-iodine 
is safe and effective in the treatment of a 
variety of infections of the skin and mu- 
cosa. It has been found effective in the 
treatment of thrush. With PVP-iodine the 
germicidal action of the iodine is pro- 
longed and the danger of cutaneous irri- 
tation, sensitization, reactions and burns 
is minimized. 

Whereas tincture of iodine presents a 
hazard on accidental ingestion, PVP-iodine 
presents no such danger, because it is only 
from one-fourth to one-ninth as _ toxic. 


Hilarity and good humor, a breezy cheerfulness, a nature “sloping towards the 
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PVP-iodine presents iodine in a form of 
low toxicity but of high germicidal action. 
It has been found valuable in the treat- 
ment of a variety of skin and mucosal in- 
fections produced by many different types 
of bacteria. 
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southern side,” as Lowell has it, help enormously both in the study and in the prac- 


tice of medicine. 


bly more amiable. 


The physician needs a clear head and a kind heart. 


Avoid wine and women—choose a freckle-faced girl for a wife; they are invaria- 


—Osler 


Genitourinary Surgery 


Pathogenesis and Treatment of the Idiopathic or 


Primary Hydronephroses 
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F one excludes from consideration those 
cases of hydronephrosis of obvious 
cause, e.g., stone, ureteric stricture or 

extrinsic pressure on the ureter, there re- 
mains a group of cases in which the hydro- 
nephrosis is limited to change above the 
pyeloureteric juncture and there is no ob- 
vious associated ureteric alteration. This 
is the idiopathic or primary type. 

There are several theories as to the 
cause of this primary type of hydronephro- 
sis. None of them appears to offer ade- 
quate explanation. The purpose of this 
article is to review the current knowledge 
and advance a theory of pathogenesis from 
which is derived the appropriate treat- 
ment of the disease. 

Material.—I have reviewed all the cases 
of primary hydronephrosis I have encoun- 
tered in the past six years and, since it is 
essential to my thesis, the cases of neph- 
roptosis without hydronephrosis observed 
in the same period. Since, broadly, all the 
urologic disturbances of all age groups in 
this area come to my service, the cases 
should reflect with reasonable accuracy 
the true incidence of the condition in the 
population seeking treatment. 

I have divided the cases into three 
groups: In Group 1, in which the hydro- 
nephrosis was associated with a vascular 
abnormality (either an aberrant renal 
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vessel or an abnormal lower polar artery), 
there are 38 cases; in Group 2, in which 
hydronephrosis was associated not with 
any vascular abnormality but with neph- 
roptosis, 22 cases; in Group 3, iz which 
nephroptosis but neither vascular abnor- 
mality nor hydronephrosis was present, 
38 cases. 

The chart (A) and Table 1 show the 
precentage incidence for each decade in 
each group. The maximum incidence in 
each group occurs in the age period from 
20 to 50 years. Each group has a peak 
incidence in the 30-40 decade. Except in 


- Group 1, which includes 1 patient aged 8, 


there is no incidence in the first decade of 
life. The incidence of hydronephrosis is 
evident earlier in Group 1 than in Group 2. 

Sex and side incidence are shown in 
Table 2. In Groups 2 and 8 the sex and 
side incidence are similar; the female and 
the right side are preponderant. In Group 
1, though predominance of the incidence 
of the female over the male is consider- 
able, the right-sided preponderance is not 
so marked. Even if the male and female 
patients in Group 1 are considered sep- 
arately, the right-sided predominance is 
no longer so striking. Bilateral incidence 
is more evident in Group 1. 

Table 1 shows also the infection rate for 
the three groups as estimated by culture 
of the urine when the patient was first 
seen. Infection was commonest in Group 
1 and least common in Group 3. 

If the range of degree of hydronephro- 
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sis observed is estimated from 1 to 10, 
with 1 representing early pyelectasia and 
10 the huge functionless hydronephrosis, 
or pyonephrosis, and the degree of hydro- 
nephrosis is then plotted against the pa- 
tients’ ages, B (see chart) results. This 
shows that the degree of change is con- 
siderably less in Group 2 than.in Group 1. 
At no age does severe hydronephrosis 
occur with ptosis only; with associated 
vascular abnormality, severe hydroneph- 
rosis may occur at any age. 

Present Theories.—On the basis of the 
foregoing facts, one may now review the 
six conventional theories advanced to ex- 
plain the origin of primary hydronephro- 
sis. They may be called the infection 
theory, the neuromuscular imbalance the- 
ory, the adhesions theory, the congenital 
valve theory, the aberrant vessel theory 
and the renal unfolding theory. 


The infection theory is associated main- 
ly with the writings of Winsbury White.! 
His theory is that after infection there is 
ureteritis, causing first dilation and 
lengthening of the ureter and later con- 
traction and stenosis, which lead to incom- 
petence of the ureter to pass the normal 
volume of urine. Back pressure and hydro- 
nephrosis result. Other changes may fol- 
low, but the ureteral change is the primary 
lesion. 


In all my cases a ureter of normal cali- 
ber was observed on roentgen examina- 
tion and at operation. When it has been 
possible to obtain portions of the ureter 
from patients coming to nephrectomy, no 
pathologic change has been observed in the 
ureter that could obstruct the outflow of 
urine. If the primary lesion was ureteritis, 
it would be reasonable to expect ureteral 
stricture at varying levels of the ureter ; 
I have not observed this in any case. Mait- 
land? has shown that a hydronephrotic 
kidney may secrete a larger volume of 
urine than does its normal fellow; the ure- 
ter, then, is actually transporting a vol- 
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ume of urine greater than the normal. 

A study of my cases shows that, when 
hydronephrosis has developed, it is not 
infrequently associated with infection. It 
is impossible to state whether the infec- 
tion preceded or succeeded the hydro- 
nephrosis. Infection, however, is frequently 
absent in the early stages. At the time of 
the first examination, 60 per cent of the 
patients in Group 1 and 81 per cent of 
those in Group 2 showed sterile urine on 
culture. It is a urologic commonplace that 
obstruction to outflow is frequently com- 
plicated by infection, but it is fallacious to 
reason that, because infection complicates 
retention owing to prostatic enlargement, 
infection necessarily preceded and caused 
the prostatic adenoma and the enlarged 
bladder. 

That the condition is related to preg- 
nancy, during which urinary infection is 
more common than usual, is also suggested 
by Winsbury White. In my series, only 11 
of 25 patients in Group 1 and 11 of 19 in 
Group 2 were parous (50 per cent). 

In my experience, urinary infection is 
commoner in the older patients of both 
sexes. One would therefore not expect the 
maximal incidence in the age groups 
shown. 

Finally, if one accepts the theory that 
ureteral changes are the primary etiologic 
factor, then clearly any operation that 
does not deal with the ureteric incompe- 
tence must fail to relieve the condition. 
In practice this has not been confirmed, 
and there is adequate evidence of retro- 
gression of hydronephrosis after opera- 
tions that did not alter the ureter in any 
way. For all these reasons, I cannot ac- 
cept the infection theory. 

The most valuable contribution of the 
article cited is the conception that back- 
ward extension of the increasing renal 
pelvis is impossible because of the un- 
yielding structures posterior to the kidney 
and that, therefore, forward extension 
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alone is possible; this may lead to hernia- 
tion of the pelvis between branches of the 
vascular pedicle, with increasing mechan- 
ical obstruction and increasing hydro- 
nephrosis. Winsbury White denies the role 
of the aberrant renal artery as a causal 
factor, showing that, with the herniation 
process, what has commonly been consid- 
ered an aberrant vessel is in reality the 
normal lower polar vessel, which, because 
of the forward herniation process and 
downward extension of the pelvic sac, has 
come to lie behind the dilated pelvis. That 
aberrant vessels do occur is undeniable; 
I have observed them arising directly from 
the aorta and entering the lower pole out- 
side the hilum. At operation these may 
have an apparent posterior relation to the 
pelvis, but there is no proof that this re- 
lation existed before the hydronephrosis 
developed. In my own opinion, a large 
number of so-called aberrant vessels are 
normal lower polar vessels. 

The neuromuscular theory? is that neu- 
romuscular imbalance is present, affecting 
the pelviureteral sphincter and leading to 
obstruction to the outflow of urine from 
the pelvis and the development of hydro- 
nephrosis. This theory is not acceptable 
to me, because it seems not to explain sat- 
isfactorily the predominant right-sided 
incidence. It seems unreasonable that one 
of two paired organs should suffer so 
markedly. Again, one who accepted this 
theory would expect that such lesions as 
hydrocalicosis, with or without associated 
hydronephrosis would occur with any lo- 
cal neuromuscular upset from imbalance 
of sphincters other than the pelviureteral. 
This I have not encountered. If the con- 
dition is analogous to such a lesion as the 
common pyloric stenosis of infants, some 
pathologic change in the pelviureteral 
sphincter should be visible. I have exam- 
ined this sphincter in all cases at opera- 
tion and in as many cases as possible in 
specimens, and have not observed any 


MacKELVIE: HYDRONEPHROSIS 


variation from normal. This theory offers 
no reasons for the sex and age incidence. 

Several varieties of adhesions in the 
area of the pelviureteral juncture, causing 
kinking at this site with obstruction to 
outflow, have been described. It is unde- 
niable that these can at times be demon- 
strated, but I have succeeded in defining 
a lesion of this type in only a few cases. 
No doubt, where hydronephrosis has 
arisen and especially where infection has 
supervened, these adhesions can frequently 
be demonstrated, but their presence is not 
proof that they were the original cause of 
the process, and their frequent absence 
disproves their causal significance. 

The presence of congenital valves at the 
pelviureteral juncture has been postulated 
as a cause.‘ I have found no evidence of 
these either in sections of the area in 
nephrectomy specimens, or, as we have 
done in some cases, by passing small 
sounds from a pelvic incision down through 
the pelviureteral junction. If a congenital 
lesion were present we think the age in- 
cidence, the sex incidence and the affected 
side incidence would not be as found in 
our experience. We therefore reject this 
explanation. 

The aberrant vessel theory® is that the 
cause initiating the hydronephrosis is 
either an aberrant vessel or an abnormal 
lower polar vessel which by pressure on 
the area of the pelviureteral junction 
causes obstruction leading to hydronephro- 
sis. 

Where there is an abnormal vascular 
finding the most striking feature of that 
case has been that the marked change 
from normal ureter to abnormal hydro- 
nephrotic pelvis occurs exactly and always 
exactly where the abnormal vessel crosses. 
In nephrectomy specimens of advanced 
cases where renal destruction and pyo- 
nephrosis has occurred it is difficult to 
demonstrate that an abnormal vessel is 
present owing to the dense fibrosis in the 
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area, to the distortion of relationships in 
the specimen because of the operation and 
to the detachment of the abnormal vessel 
from its aberrant origin during nephrec- 
tomy: usually by patient search and dis- 
section it is possible to demonstrate that 
some vascular abnormality was present. 

If the sole cause of the hydronephrosis 
were an aberrant vessel or an abnormal 
lower polar vessel then one would expect 
the maximal age incidence would be in 
early years since the vascular abnormality 
had been present since birth. We do not 
find this. If the aberrant vessel is in real- 
ity a normal lower polar vessel in abnor- 
mal posterior relationship to the pelvis as 
suggested by Winsbury White it could not 
by itself have caused the hydronephrosis 
which produced the abnormal relationship. 

In what I have called the renal unfold- 
ing theory, Hamilton Stewart® suggested 
that the primary cause of the hydronephro- 
sis associated with vascular abnormality 
is pressure, either from an aberrant vessel 
or a normal lower polar vessel, the pres- 
sure being caused by the pull on the vessel 
as the folded, “hairpin” shape of the kid- 
ney alters to the adult reniform shape 
during growth. This unfolding separates 
the poles of the kidney, drags the normal 
lower polar or aberrant artery across at 
the pelviureteral juncture, produces ob- 
struction and so causes hydronephrosis. 
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The difficulty in accepting’ this theory 
wholly is that the unfolding process is well 
advanced by the age of 214 and probably 
complete by the age of 414 years.” It af- 
fects both kidneys. One would expect an 
early age incidence and an equal incidence 
as to side and sex. Tables 1 and 2 do show 
that there is a shift in Group 1 from the 
predominant right-sided incidence to a 
more nearly equal side incidence, as well 
as a more nearly equal sex incidence and 
an earlier age incidence—with the peak 
incidence, however, in the same field as in 
Groups 2 and 8. That an abnormal vascu- 
lar relation is not the sole cause is agreed 
by Hamilton Stewart, whose observation 
I can corroborate when he states that “a 
linear filling defect can often be seen in 
routine pyelograms indicating the pres- 
ence of an aberrant artery”; and “it is 
clear that, therefore, in order that a lower 
polar artery shall cause obstruction an ad- 
ditional factor or facts must be present.” 
This theory of Hamilton Stewart is never- 
theless most attractive, if for no other rea- 
son than that it has led him to his valuable 
operation for vascular pressure hydro- 
nephrosis, which restores the fetal renal 
shape. Yet it fails to explain 22 out of 60 
cases in which no vascular abnormality 
was present. 

Theory Advanced. — These considera- 
tions have led me to search for some other 
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cause initiating the changes. In my opin- 
ion, the role of nephroptosis has been 
overlooked and has definite importance. 


On a reviewing of my cases (Table 1 
and Fig. 1) there appears a striking cor- 
respondence in age, sex and side incidence 
in Groups 2 and 3. Kelly and Burnam 
stated that the right kidney is mobile 
twelve to twenty times oftener than the 
left, with a female incidence of 22.8 per 
cent against a male incidence of 2.1 per 
cent. Their data on age incidence are sim- 
ilar to what I have shown in Groups 2 and 
8. W. K. Irwin® gave the incidence of 
ptosis as 10 female to 1 male, 7 right- 
sided to 1 left-sided and 25 to 40 as the 
period of age incidence. I am convinced 
that this right-sided ptosis, commonest in 
women, is an important factor in the pro- 
duction of Group 2 hydronephrosis. 


Not all patients with ptosis, however, 
have hydronephrosis. In my opinion the 
particular vascular arrangement present 
decides whether or not hydronephrosis 
will develop. If the degree of ptosis is such 
that when the kidney descends and rotates 
the vessels become taut and obstruct out- 
flow by pressure at the pelviureteral junc- 
ture, then hydronephrosis will develop. 
Tuffier® has shown experimentally that 
angulation of the ureter over a thread, 
producing incomplete obstruction—“vari- 
été correspondante a l’hydronéphrose par 
rien mobile’”—causes increasing hydro- 
nephrosis. Where there is an aberrant 
vessel or an abnormal lower polar vessel 
the danger of obstruction is greater. I 
have noted that the patients in Group 1 
show a degree of ptosis of the affected kid- 
ney except in those cases in which a mas- 
sive, fixed hydronephrosis or pyonephrosis 
clearly could show no mobility, because of 
its bulk or its fixation from inflammatory 
changes in the renal pouch. I have, there- 
fore, come to view hydronephrosis in these 
idiopathic or primary groups as due to 
renal ptosis, with which there may or may 
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not be associated a vascular abnormality. 

When there is no vascular abnormality 
the ptosis may lead to pyelectasia and 
hydronephrosis if, as the kidney descends 
and rotates on becoming ptotic, the pelvi- 
ureteral juncture is partially obstructed 
by the taut vascular pedicle on which the 
kidney swings as it descends, Unless there 
is a vascular abnormality, the condition 
seldom progresses beyond a mild degree 
of hydronephrosis. When vascular abnor- 
mality is associated with the ptosis, either 
in the form of an early split of the renal 
artery or in that of a truly aberrant renal 
vessel going to the lower pole of the kid- 
ney, then further progression of the 
change, due to pressure of this abnormal 
vessel when the kidney is ptosed, is pos- 
sible. Once the change has progressed to 
the stage at which herniation of the pelvis 
through the vascular loop occurs or fixa- 
tion of the increased pelvis over the ab- 
normal] vessel arises, the condition inevi- 
tably continues, with eventual gross hydro- 
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nephrosis; loss of function, infection and 
pyonephrosis follow. When there is a true 
aberrant vessel arising directly from the 
aorta and crossing anterior to the ureter 
to enter the lower pole of the kidney out- 
side the hilum, as it sometimes does, the 
danger of pressure is obviously greater, 
and severe changes may arise, with a 
small degree of renal mobility. It is the 
interaction of the degree of ptosis with 
the particular vascular abnormality pres- 
ent, both variables, which produces the 
variations in end results from pyelectasia 
to gross hydronephrosis. 


One would expect, if this theory is cor- 
rect, that there would be some relation in 
sex, side and age incidence between ptosis 
alone and primary hydronephrosis. Ta- 
bles 1 and 2 show a clear correlation be- 
tween Groups 2 and 38. The altered inci- 
dence in Group 1 is probably explicable by 
the fact that here the vascular abnormal- 
ity is relatively the more important etio- 
logic factor. Even in Group 1 the peak age 
incidence corresponds with that in Groups 
2 and 3, suggesting that a common factor 
—ptosis—is operating. It is suggested 
that the slight lag in age incidence of 
Group 2 behind Group 8 is due to the fact 
that ptosis comes first and the hydronephro- 
sis takes some time to develop. It must 
be remembered that when ptosis is the 
main productive factor it is nonoperative 
for about one-third of each day, when the 
patient is recumbent. It is possible that 
this factor and the absence of marked 
vascular abnormality explain the lesser 
severity of the hydronephrosis in Group 2. 


The development of the hydronephrotic 
change is slow. Careful history taking 
often reveals minimal symptoms for years 
before the patient seeks advice. It is in- 
teresting to note that, of the patients in 
Group 1, 5 had undergone appendectomy 
elsewhere for “chronic appendicitis.” In 
Group 2, 2 had been appendectomized, and 
in Group 8, 10 had undergone previous 
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appendectomy and 3 cholecystectomy 
without relief of their symptoms. This 
suggests that right-sided abdominal symp- 
toms had been present for some time be- 
fore the patients consulted me. If it is 
correct that development is slow, it is 
probable that the anatomic changes of 
developed hydronephrosis are permanent, 
and relief of the obstruction will not pro- 
duce return to normal contours. 

The differential diagnosis is necessarily 
radiologic. It is essential, in all cases in 
which there is any degree of hydronephro- 
sis, to take at least one plate with the 
patient erect. When vascular obstruction 
is present the typical “bowler hat” shape 
is present in the pelvis, the smooth flow of 
the curve of the lowest calicine border and 
pelvis round to ureter is altered to an 
angulation where the vessel pulls the pelvi- 
ureteral juncture upward. This is usually 
more pronounced in the erect plate. There 
is commonly delay in emptying of the 
pelvis. 

If assessment of function of the affected 
kidney by excretion pyelographic study is 
not possible, further functional studies by 
chromocystoscopic investigation or sep- 
aration of the urine from each side by 
ureteric catheterization should be done. It 
is essential to conserve any kidney that 
functions reasonably well, since adequate 
treatment may result in improvement of 
function, 


Treatment.— This conception of the 
pathogenesis of hydronephrosis is a guide 
to the proper treatment. When one is con- 
fronted with ptosis and pyelectasia and no 
demonstrable abnormal vascular pattern, 
it is sufficient to do a simple nephropexy. 
Struck by the dense fixation of the kidney 
on which any previous operation had been 
performed — any renal operation, in my 
opinion, fixes the kidney—I have given up 
all previous types of nephropexy and use 
the following simple procedure. I expose 
the kidney, make certain that no adhesions 
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TABLE 2.—Sex and Side Incidence 


Right Left 
‘Sa 


ide Side Bilateral R 


Female Male 

Patients Patients 
Female Taking Maximal 
Side Incidence 


Group 1 21 9 


Aberrant 55% 
vessel group 


24% 


8 14 6 5 
21% 


Group 2 21 1 


Ptosis and 95% 
Hydronephrosis 


5% 


Group 3 
Ptosis only 


TABLE 3.—Operations 


Arteriotom: 
and Parti 
Nephrectomy Fetalization Nephropexy 


Nephrectomy Arteriotomy 


Nephrope Nephropexy 
Neurectomy Operation 


: 13 2 
(In 1 patient 
stone devel- 


4 
(1 death) 


6 2 


from large 
renal infarct; 
partial 
nephrectomy 
should have 
been done) 


Group 
3 


33 


Apart from 1 death, results have been good in all cases. The patient who died had bilateral aber- 
rant vessels with a large right hydronephrosis and a huge left pyenephrosis. She was transferred 
to me with uremia and cardiac failure and died of cardiac failure after left nephrectomy. 


are present to kink or block the upper part 
of the ureter or the pelviureteral area, re- 
move the perirenal fat and replace the 
kidney in the renal pouch, which has been 
swabbed with iodine. If the patient is 
nursed with the foot of the bed raised for 
seven to ten days, the kidney will adhere 
in its correct position and remain fixed 
there. It is my practice to do this simple 
form of nephropexy—which postoperative 
and follow-up pyelograms have proved 
adequate—through a muscle-splitting in- 


cision in the loin, an incision I prefer to 
any of the muscle-cutting incisions when 
a wide exposure is not required. If renal 
pain has been a marked feature in the his- 
tory I favor renal denervation in addition. 

When the condition present is early 
hydronephrosis with vascular pressure 
from the lower polar component of an 
early splitting normal renal artery, simple 
nephropexy is considered adequate if her- 
niation has not occurred. The pelvis, the 
pelviureteral juncture and the upper por- 


Female _ Male 
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tion of the ureter are freed from any 
adhesions, and, if it is clear that when the 
kidney is replaced no pressure on the uri- 
nary channel can occur from the vessel, 
simple nephropexy is all that is required. 
Occasionally, when there has appeared 
doubt of adequate removal of the vessel 
from the pressure area, I have looped a 
catgut band loosely around the entire vas- 
cular pedicle to gather it together and, by 
altering the line of the offending vessel, 
remove it from the danger point. 


When herniation has occurred, some- 
thing further than nephropexy is desir- 
able. The choice then lies between division 
of the vessel, with or without lower polar 
partial nephrectomy, and the operation 
described by Hamilton Stewart, in which, 
by means of a catgut hoop around the kid- 
ney, the lower and upper poles are approx- 
imated, the fetal shape of the kidney re- 
stored and (the crux of the operation) the 
line of the vessels thus so altered as to 
remove them from the site where they can 
press on and obstruct the pelviureteral 
juncture. When the vessel is a branch of 
the renal artery I have observed that, un- 
less there is a considerable degree of 
hydronephrosis to allow easy molding of 
the kidney, the renal substance is not ade- 
quately elastic for easy approximation of 
the poles. I then divide the artery, with 
or without polar nephrectomy. When 
considerable hydronephrosis is present I 
find Stewart’s operation a most valuable 
procedure. One can by its use conserve 
the entire function of the kidney and pre- 
vent further damage to it. In the type of 
case in which the abnormal vessel is truly 
aberrant and arises directly from the 
aorta I section the vessel, and, if the sub- 
sequent renal infarction appears large 
enough to deserve it, I resect the infarcted 
area. 

When the kidney has become function- 


less or practically so and pyonephrosis is 
present, there is no choice and nephrec- 


tomy is required. 

It should be remembered that, in all the 
conservative operations, nephropexy has 
been automatically performed by the nec- 
essary operative manipulations. The pa- 
tient should therefore be nursed flat, with 
the foot of the bed raised 9 inches (22.5 
cm.) to allow the normal renal position to 
be maintained long enough for adequate 
fixation to occur. 

I have seldom found it necessary or de- 
sirable to add any type of plastic proce- 
dure on the pelvis. If the ureter issues at 
the lowest point of the pelvis with the 
kidney in situ, nothing further is done. If 
pyeloplasty is required, I remove an ade- 
quate “diamond” from the pelvis poste- 
riorly and close the edges of the gap, 
taking care not to encroach on the pyelo- 
ureteral juncture. Before closing the pel- 
vic wound I pass either a large double 
channel ureteric catheter or a polythene 
tube of suitable diameter down the ureter 
into the bladder. This is removed after a 
week by forceps through an operating 
cystoscope. I do not favor drainage of the 
pelvis by a large de Pezzer or similar tube 
thrust through the renal substance and 
led out through the wound. If neat pelvic 
suturing is done there should be no need 
for drainage; renal damage, possible 
hemorrhage and, almost inevitably, infec- 
tion are the concomitants of transrenal 
drainage. 

If the condition is an early one and the 
obstruction is adequately overcome, one 
can expect some diminution or even dis- 
appearance of the hydronephrosis after 
the operation; but, since in my opinion 
the hydronephrosis has developed slowly 
and there is little natural tendency for re- 
gression of fixed changes, I do not look for 
dramatic physical alteration in the hydro- 
nephrosis. Conservation of function by 
removal of the cause of the progressive 
hydronephrosis is considered more impor- 
tant than a return to anatomic normality. 
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Table 3 shows the operations I have per- 
formed in these cases and the results. 


SUMMARY 


1. Reasons are given for discarding 
earlier theories of the causation of pri- 
mary hydronephrosis. 

2. A new statement of the cause of the 
condition is offered. 

3. The treatment of the condition is set 
out and results given. 


Author’s Note: I am indebted for helpful criti- 
cism and advice in preparing this article to Mr. 
W. B. G. Angus, O.B.E., M.C., M.A., M.B., 
F.R.C.S. Ed., and Dr. D. M. Harper, M.A., M.B., 
D.M.R. Eng.; to Dr. Harper’s department for all 
the radiologic work; and to Dr. Rankin for the 
pathologic examinations. 


RESUME 


1. Des raisons sont énumérées pertet- 
tant d’abandonner certaines théories dé- 
passées concernant l’origine de l’hydro- 
néphrose primaire. 

2. Une nouvelle cause de cette affection 
est proposée. 

3. Traitement et résultats. 


ZUSAM MENFASSUNG 


1. Es werden Griinde angegeben, die 
zur Aufgabe friiherer Theorien iiber die 
Ursache der primiaren Hydronephrose 
veranlassen. 

2. Es wird eine neue Erklarung der 
Ursache der Erkrankung vorgeschlagen. 

3. Die Behandlung der Erkrankung und 
die Ergebnisse werden beschrieben, 


MacKELVIE: HYDRONEPHROSIS 
RIASSUNTO 


1. Vengono dimostrate le ragioni per 
cui si devono scartare alcune vecchie teorie 
sulla genesi dell’idronefrosi. 

2. Viene suggerita una nuova ipotesi. 

8. Vengono stabiliti i metodi di cura 
dell’affezione e comunicati i risultati. 


SUMARIO 


1. O autor apresenta razdes para o 
afastamento de teorias antigas da causa 
de hidronefrose primaria. 

2. Uma nova afirmacéo para a causa 
dessa condicao é oferecida. 

8. O tratamento dessa condi¢ao é dado e 
os resultados apresentados, 
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Renal Responses to Remote Surgical 


Manipulations in the Dog 


SYDNEY M. FRIEDMAN, M.D., Ph.D.,* ROWLAND W. RADCLIFFE, M.D., 
M.Sc.,** J. E. H. TURPIN,+; AND CONSTANCE L. FRIEDMAN, Ph.D.{ 


VANCOUVER, B. C., CANADA 


E have recently reported that a 
W period of functional vasoconstric- 
tion persists beyond the period of 
clamping the renal artery in the dog.! 
This functional vasoconstriction is often 
sufficiently intense to keep the dog oliguric 
or anuric for several additional hours after 
release of the clamp. In a further study? 
we have demonstrated that remote noci- 
ceptive stimuli are also capable of pro- 
ducing distinct renal vasoconstrictive 
changes. The segment of the vascular sys- 
tem lying between the renal pedicle and 
the femoral triangle appears to be a major 
“trigger area” for the renal effects. In the 
mildest instances the renal response is 
limited to a temporary decline in renal 
plasma flow; in the most severe instances 
manipulation frequently leads to complete 
anuria. We have since been able to pro- 
duce anuria by deliberate manipulations 
in some, but not all, instances. It is reason- 
able to infer that the observed changes 
form a pattern of graded ischemic re- 
sponse that may have direct bearing on 
the problem of traumatic anuria. The 
present report is concerned with our 
studies of the actual “trigger areas” 
which, on manipulation, produce renal 
vasoconstrictive effects. 
Mongrel dogs of both sexes weighing 
not less than 13 Kg. were used. Intra- 
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venous nembutal (30 mg. per kilogram) 
was used as anesthetic, with a free air- 
way insured by endotracheal intubation. 
Renal function was studied by standard 
clearance technics with creatinine and so- 
dium para-aminohippurate.* Infusions 
were given into the left saphenous vein, 
and urine was collected by direct ureteral 
catheterization from the separate kidneys. 
Continual check on the blood pressure was 
made with a Sanborn electromanometer 
coupled to an 18-gauge needle in the left 
femoral artery. Three basal twenty-minute 
clearance periods preceded further ma- 
nipulations. Succeeding twenty-minute 
clearance periods were observed continu- 
ously except for a few brief interruptions 
for technical reasons. 

Trauma was confined to the right fe- 
moral vein in 3 dogs. In Dog 1 the right 
femoral vein was merely exposed and 
clamped for five minutes. This produced 
no change in renal function. In Dog 2 
the vein was tapped with a scalpel handle 
for two minutes over a one-inch segment. 
The output of urine fell immediately from 
3.1 to 2.7 cc. per minute on the left and 
from 2.9 to 2.2 cc. per minute on the right 
through the following twenty minutes with 
no changes in Cer or Cran. In Dog 3, a 
2-inch (5 cm.), segment of balloon catheter 
was inserted and tied into the vein so that 
blood flow was not further obstructed ex- 
cept during the brief period required for 
the operation. Insertion of this catheter 
was accompanied by a marked fall in urine 
output and Cran of both kidneys illustra- 
tion, a) without change in Cer. This was 
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£0 FEMORAL VEIN MANIPUL2 
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(a) DOG 3 
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(c) DOG 10 


20 40 60 80 100 120 


20 40 70 90 iO 


20 45 6 85 185 


TIME - MINUTES 


The effect of manipulation on function of separate kidneys. Right, solid line; left, dotted line. a, in- 
sertion of a catheter into the right femoral vein; 6, direct trauma to right femoral artery and 
vein; c, application of a ligature around the inferior vena cava without constriction. 


observed over three consecutive clearance 
periods. Full recovery occurred by the 
fifth period. At this time the balloon was 
inflated with 7 cc. of warm water. This 
was followed at once by a fall in urine 
output from 1.2 to 0.6 cc. per minute on 
the left and from 1.25 to 0.65 cc. per 
minute on the right. Recovery occurred 
in the fourth succeeding period. We con- 
clude that renal effects frequently, but not 
always, follow manipulation of the fem- 
oral vein. 

Trauma to the right femoral artery and 
vein was studied in 4 dogs. In Dog 4 
these vessels were surgically dissected 
free, and no renal effect was noted. An 
identical procedure in Dog 5 was followed 
by an immediate but moderate decline in 
urine output (left, 2.7 to 2.0 cc. per min- 


ute; right, 2.3 to 1.9 cc. per minute), 
which persisted for three clearance peri- 
ods. A slight drop in Cran was noted (left, 
116 to 105 cc./min./M?; right 122 to 101). 
Eighty minutes after dissection the vessels 
were picked up and tapped with a scalpel 
as aforedescribed. This was followed by 
a fall in urine output from 2.1 to 1.75 ce. 
per minute on each side. In Dog 6, ex- 
posure of the femoral vessels and trauma 
as aforedescribed were performed as a 
single procedure. The clear-cut renal 
effects are shown in the illustration (0). 
The same procedure was repeated, with 
similar results, in Dog 7. We conclude that 
renal effects are more regularly observed 
after trauma to both femoral vessels than 
after trauma to the femoral vein alone, 
The inferior vena cava was manipulated 
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in 4 dogs. In Dogs 8 and 9 the balloon 
catheter was moved up from the right 
femoral vein to a position halfway be- 
tween the bifurcation and the renal vein. 
In both dogs urine output and Cras dropped 
sharply, while C-r remained unchanged. 
That this effect was not due to simple ob- 
struction of the inferior vena cava was 
clearly shown in Dogs 10 and 11, in which 
the manipulation consisted in passing, but 
not tying, a ligature around the vein at 
the aforedescribed site. Marked changes in 
renal function followed immediately. These 
are shown in the illustration (c) for the 
animal showing the greatest change. 

The renal pedicle was manipulated by 
surgical dissection of the renal vein and 
artery in Dogs 12 to 14. The manipulation 
produced a drop in urine output with a fall 
in Cran, while Cer remained essentially un- 
changed. These effects occurred to some 
degree in all 3 dogs and were similar to 
those previously reported? as observed 
after a different type of manipulation of 
the renal pedicle. 

It seems, therefore, that unilateral noci- 
ceptive stimuli from the vascular tree be- 
tween the femoral triangle and the renal 
pedicle can produce bilateral renal vaso- 
constriction characterized by a fall in Cran 
and urine output. The actual manner of 
transmission of the stimulus has not been 
determined. Other work suggests that 
these same responses may be sufficiently 
intense to result in complete renal shut- 
down.? 


SUMMARY 


Segments of the vascular tree lying be- 
tween the femoral triangle and the renal 
pedicle in the dog were subjected to mild 
trauma, after which the effect on function 
of the separate kidneys was observed, Sim- 
ple manipulation of the femoral vein alone 
on one side frequently caused a bilateral 
renal response, while manipulation of both 
vein and artery more regularly invoked 
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renal changes. The simplest renal effect 
consisted of a fall in the output of urine; 
a greater effect involved a reduction in the 
renal plasma flow as measured by Cran. 

Similar but more pronounced changes 
followed manipulation of the inferior vena 
cava below the renal pedicle. The minimal 
trauma used consisted of simply passing a 
ligature around the vein without tying it. 
Surgical dissection of the renal pedicle 
was regularly followed by varying degrees 
of functional vasoconstriction of the kid- 
ney. 


ZUSAM MENFASSUNG 


Abschnitte des zwischen dem Ober- 
schenkeldreieck und dem Nierenhilus lie- 
genden Blutgefiss-Systems des Hundes 
wurden einem leichten Trauma ausgesetzt. 
Danach wurde der Einfluss auf die Funk- 
tion jeder der beiden Nieren beobachtet. 
Die einfache Manipulation der Femoral- 
vene auf einer Seite ergab haufig eine 
Reaktion beider Nieren, wahrend die Rei- 
zung der Vene und der Arterie mit grés- 
serer Regelmassigkeit Nierenverande- 
rungen hervorrief. Die einfachste Form 
der Wirkung auf die Nieren bestand in 
einem Sinken der Harnausscheidung; eine 
stirkere Wirkung bestand in einer Herab- 
setzung des Flusses des renalen Plasma, 
gemessen an Cran, 

Ahnliche aber ausgesprochenere Verin- 
derungen erfolgten nach Manipulation 
der unterven V. cava unterhalb des Nie- 
renhilus. Die geringste Form der ange- 
wandten Reizung bestand in dem einfachen 
Anlegen einer Ligatur um die Vene, ohne 
sie abzubinden. Chirurgische Durch- 
schneidung der Nierenwurzel rief regel- 
missig eine funktionelle Gefissverenge- 
rung der Niere verschiedenen Grades 
hervor. 


RESUME 


Des segments de |’arbre vasculaire situé 
entre le triangle fémoral et le pédoncule 
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rénal du chien ont été soumis 4 un faible 
trauma, et l’effet sur la fonction de chaque 
rein séparément a ensuite été observé. Une 
simple manipulation de la veine fémorale 
d’un cété causait fréquemment une réponse 
rénale bilatérale; une manipulation des 
deux veines et de ]’artére provoquait regu- 
liérement des changements rénaux. L’effet 
rénal le plus simple consistait en une dimi- 
nution du débit d’urine; une réaction plus 
grande impliquait une réduction dans 
écoulement du plasma rénal tel qu’il est 
mesuré par Cran. Des changements analo- 
gues mais plus prononcés ont suivi la 
manipulation de la vena cava inférieure, 
sous le pédoncule rénal. Le trauma mini- 
mal utilisé consistait simplement a passer 
une ligature autour de la veine, sans |’at- 
tacher. La dissection chirurgicale du 
pédoncule rénal était réguliérement suivie 
de degrés variables de vasoconstriction 
fonctionnelle du rein, 


RIASSUNTO 


Vennero portati dei traumi di media 
gravita sul tratto vascolare che va dal tri- 
angolo femorale al peduncolo renale, e 
quindi venne studiata separatamente la 
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funzione dei due reni. La semplice ma- 
nipolazione della vena femorale di un lato 
determina spesso effetti renali bilaterali; 
tali effetti sono costanti dopo manipola- 
zione di entrambe le vene e delle arterie; 
essi consistono in una contrazione dell’eli- 
minazione urinaria nei casi pi semplici, 
mentre si pud arrivare fino ad una di- 
minuzione del flusso di plasma al rene. 

Effetti analoghi si possono ottenere 
mediante manipolazioni della vena cava al 
di sotto del peduncolo renale, ma assai 
pid pronunciati. 

I] trauma minimo fu quello ottenuto col 
semplice passaggio di un laccio attorno 
alla vena, senza perd legarla. La dissezi- 
one chirurgica del peduncolo renale deter- 
mino costantemente vasocostrizione di in- 
tensita varia. 
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Science since Darwin is fact upon fact, instance upon instance, experiment upon 
experiment, principle upon principle, which fitly joined together by some master 


mind may establish some great truth, 


What I inveigh against is a cursed spirit of intolerance, conceived in distrust 
and bred in ignorance, that makes the mental attitude perennially antagonistic, 
even bitterly antagonistic, to everything foreign, that subordinates everywhere the 
race to the nation, forgetting the higher claims of human brotherhood. 


—Osler 
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Complications of Surgery of the 


Genitourinary Tract 


PARK NICELEY, M.D., F.I.C.S., F.A.C.S. 
KNOXVILLE, TENNESSEE 


VER since the first nephrectomy was 

performed in 1869 for a _ uretero- 

abdominal fistula, urologic complica- 
tions in the abdomen and pelvis have been 
the concern of surgeons, The incidence of 
these injuries continues in hospitals de- 
spite the great amount of attention called 
to them. On searching the literature, I 
observed to my dismay that most of the 
accidents occurred in operations per- 
formed by seasoned surgeons, not by in- 
terns and residents. From a discussion of 
this situation with other surgeons, it ap- 
pears they do not take too kindly to the 
suggestion of placing catheters in the ure- 
ters prior to an extensive surgical proce- 
dure. Nevertheless, it has been noted by 
Sisk (cited by Moore) that routine use of 
catheters placed in the ureters prior to 
hysterectomy has practically precluded 
accidental ureteral injury. 


A, ligation of lower third of right ureter after 


a complicated hysterectomy. 8B, ureterovaginal 
fistula resulting from supr avaginal hysterectomy. 


~ Read a at the Mid-Atlantic Regional Meeting of the United 
States Section, International —_ of Surgeons, White 
Sulphur, West Virginia, March 1 
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The ureters throughout their course are 
remarkably well protected from external 
trauma, so that injury of the ureter from 
external violence, except for penetrating 
wounds, is relatively rare. This is not true 
of the kidneys or the bladder, for they are 
not infrequently injured during accidents 
or by external violence. It has been esti- 
mated that the incidence of ureteral liga- 
tion as a complication of all operations on 
the female genital organs may be as much 
as 3 per cent. The relative ratio of unilat- 
eral to bilateral injury is presumed to be 
6 to 1. The mortality rate today can 
hardly be compared to that which existed 
prior to the institution of various antibi- 
otics, but the complications independent of 
infections still task the ingenuity of the 
surgeon and reemphasize the tremendous 
importance of all preventive measures. 
The gynecologist does not use roentgen 
rays in making a diagnosis of pathologic 
change in the pelvis. He depends on a his- 
tory and physical examination, and the 
bimanual examination is not always accu- 
rate without anesthesia. He opens the 
pelvis and is not always aware of the pres- 
ence of endometriosis, pelvic adhesions, 
intestinal adhesions or malignant tumor 
with its complications. 

Ureteral injuries occur chiefly during 
radical hysterectomy for carcinoma of the 
cervix, but occasionally they occur during 
a simple supravaginal hysterectomy. The 
occurrence of these injuries, as well as 
vesical injuries, is secondary to such gyne- 
cologic operations as removal of large 
fibroids, ovarian cysts and tumors, tubo- 
ovarian inflammatory masses, endometri- 
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osis and carcinoma of the cervix. Ureteral 
injuries have been known to occur after 
deep cauterization of the cervix, perineor- 
rhaphy repair and vaginal hysterectomy. 

Ligation of the ureter is the most com- 
mon accident; next, crushing with clamps, 
incision or perforation with a needle, and, 
less common, excision. Slight contusion 
may cause no symptoms except moderate 
pain, tenderness and hematuria. A com- 
plete tear results in fistula, either into the 
vagina or becoming external to the surface 
through the abdominal wall. Great care 
should be taken not to traumatize the ure- 
ters with retractors or forceps or by pull- 
ing them forcibly aside. 

Herman cites Wertheim as reporting 
that anomalies in a series of 500 radical 
hysterectomies resulted in damage to the 
ureter in 10 per cent. One needs to be 
mindful of anomalies of the ureters and 
the possible distortion and deviation of 
the ureters from their normal course 
caused by inflammation, tumors or cysts. 
Urograms taken prior to operation may be 
valuable in locating the course of the ure- 
ters. The surgeon is always cautious about 
the location of the bladder and repairs it 
if a rent is made, but he is never conscious 
that he is near the location of the ureters. 
After consulting with surgeons who have 
encountered the complication of ureteral 
injury during operative procedure, I have 
observed that in most instances the dam- 
age is caused by the attempt to stop hem- 
orrhage by clamping the adjoining tissues 
with hemostats or by placing a tie around 
the vessels, consequently damaging or li- 
gating the ureter. 

The best time to repair a rent in the 
bladder or the ureter is during the opera- 
tion. If consultation with the urologist is 
desired, it is advisable to wait until he 
arrives and repair the damage before 
closing the abdomen. 


The symptoms following genitourinary 
injuries may be as follows: a fistula 
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through the abdominal wound or through 
the vagina—possibly within the first twen- 
ty-four to forty-eight hours, although 
usually four to five days after the opera- 
tion or even later—and chills and fever, 
often associated with pain in the abdomen. 
If both ureters are ligated, uremia results. 

A urologic investigation should include, 
first, a careful history in relation to leak- 
age of urine; and second, a vaginal exam- 
ination, bimanual and with the speculum, 
to determine the location of the leak in the 
vagina. It may be a ureteral leak or it 
may be a vesical fistula. Intravenous in- 
jection of methylene blue and a careful 
cystoscopic examination and catheteriza- 
tion of the ureters may be necessary to 
locate the fistula. Careful bimanual vag- 
inal examination should be made with 
special reference to tenderness in the renal 
fossae and also in the pelvis. Lastly, it is 
imperative that the operation should be 
done as soon as the patient’s physical con- 
dition permits. Precautions should be 
taken to preserve as much renal tissue as 
possible. Whenever the ureter can be 
transplanted into the bladder or into the 
sigmoid portion of the colon, it should 
certainly be done. 


CONCLUSIONS 


1. Ureteral injury is a fairly common 
surgical complication that is looked upon 
with horror by the gynecologist. 

2. The most serious mistake is to open 
the ureter or the bladder unknowingly. 
Immediate repair of the damage often pre- 
vents serious complications. 

3. Blind clamping of the tissues when 
severe hemorrhage occurs is to be con- 
demned. . 

4. When complete anuria follows an ex- 
tensive pelvic operation, occlusion of the 
ureters or bilateral nephrostomy should 
be performed rather than suppression of 
urine, which results in the death of the 
patient. 
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SCHLUSSFOLGERUNGEN 


1. Harnleiterverletzungen gehédren zu 
den ziemlich haufigen chirurgischen Kom- 
plikationen, die den Gynakologen ein 
Schrecken sind. 

2. Der schwerste Fehler ist, den Harn- 
leiter oder die Blase unwissentlich zu 
eréffnen. Sofortige Wiederherstellung des 
Schadens fiihrt haufig zur Vermeidung 
ernster Komplikationen. 

3. Die blinde Abklemmung von Geweb- 
steilen bei schwerer Blutung ist zu verur- 
teilen. 

4. Bei Eintritt vélliger Harnverhaltung 
im Anschluss an umfangreiche Opera- 
tionen im kleinen Becken sollte eine Unter- 
bindung beider Harnleiter und eine 
doppelseitige Nierenfistel angelegt wer- 
den, anstatt die Harnausscheidung zu 
unterdriicken, was zum Tode des Kranken 
fiihren muss. 


CONCLUSIONI 


1. Le lesioni dell’uretere sono delle com- 
plicanze temibili in chirurgia ginecologica. 

2. L’errore pitt comune é quello di aprire 
l’uretere o la vescica. La chiusura imme- 
diata pud evitare gravi conseguenze. 

8. Si deve assolutamente evitare ]’emo- 
stasi alla cieca quando si é prodotta un’- 
emorragia, 

4. Un’anuria completa consecutiva ad 
un intervento pelvico é segno di legatura 
di entrambi gli ureteri e richiede la nefro- 
stomia bilaterale. 


CONCLUSIONS 


1. La lésion urétérale est une complica- 
tion chirurgicale assez courante; elle est 
considérée par les gynécologues comme un 
désastre. 

2. L’erreur la plus grave consiste 4 per- 
cer (inconsciemment) l’uretére ou la ves- 
sie. La réparation immédiate de ce 
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dommage évite souvent de sérieuses com- 
plications, 

8. Le bridage aveugle en cas d’hémor- 
ragie grave est 4 condamner. 

4. Lorsqu’une opération pelvienne im- 
portante est suivie d’anurie totale, une 
néphrostomie bilatérale est préférable a 
une anurie, car celle-ci 4 pour conséquence 
la mort du patient. 


CONCLUSOES 


1. A lesao ureteral uma complicacéo 
cihurgica bastante comum e que é encarada 
com horror pelo ginecologista. 

2. O érro mais grave consiste em abrir 
involuntariamente o ureter ou a bexiga. O 
reparo imediato da leséo frequentemente 
impede graves complicacées. 

3. O pingamento em massa dos tecidos 
quando ocorre severa hemorragia deve ser 
condenado. 

4. Quando a antria completa se segue a 


uma extensa operacao pélvica, oclusao dos 
ureteres, deve ser feita a nefrostomia bi- 
lateral mais do que a supressao de urina, 
que resulta na morte do paciente. 
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Neurologic Surgery 


Lesions of the Central Nervous System 


Masquerading as General Surgical Lesions 


H. LESTER REED, M.D., F.I.C.S. 
LOUISVILLE, KENTUCKY 


SHOULD like to present a few exam- 
| ples of clinical states encountered by all 

physicians. Many have a somewhat ob- 
scure onset; the primary lesion being in 
the central nervous system with manifes- 
tations in a distant area, tending to mis- 
lead one in diagnosis. Most will be brief; 
none will be new, but I hope they will be 
helpful in recalling attention to these le- 
sions, which often at the outset defy diag- 
nosis and when fully developed permit a 
correct interpretation with little effort. 

Intermittent nausea and vomiting, with 
or without headache or systemic symp- 
toms, recurring over some months, asso- 
ciated with negative results from intes- 
tinal and abdominal examination, often 
occur, especially in children or young 
adults, as the first manifestation of brain 
tumor, particularly tumor of the midline 
or the posterior fossa. There is a “vomit- 
ing center” located in the brain stem, 
which may be stimulated in numerous 
mechanical or chemical ways. For exam- 
ple, an 8-year-old child was recently ob- 
served, who for six months had had episo- 
dic nausea and vomiting lasting one to 
three days without other associated signs 
or complaints and with total well-being at 
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all other times. On some occasions there 
was low fever of short duration. Only 
after this rather long interval was one of 
the attacks associated with some headache 
and the development of mild incoordina- 
tion and ataxia, directing attention to a 
tumor of the posterior fossa that had been 
present for some months. 

“Wry neck,” or neck stiffness of acute 
onset and usually precipitous, often oc- 
curring in stressful situations, is occasion- 
ally observed as the only manifestation of 
spontaneous subarachnoid hemorrhage. In 
numerous instances there is generalized 
headache, with some vomiting. The mini- 
mal bleeding lesions are most apt to pass 
unrecognized. There is some rigidity of 
the neck, usually without complaints ref- 
erable to the extremities, but often with 
low backache, apparently due to menin- 
geal irritation. The temperature is often 
normal. A spinal puncture often estab- 
lishes a diagnosis. If this is made within 
one or two days after the onset of com- 
plaints, there is uniform distribution of 
fresh blood in the fluid. If the puncture is 
made after four or five days, yellow spinal 
fluid is present. Recognition of the first 
attack of bleeding may provide the patient 
his only opportunity for survival, as ap- 
propriate treatment, in a considerable 
number of cases, is life-saving. Experience 
demonstrates that most such lesions re- 
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bleed shortly, and with each such event the 
mortality rate climbs rapidly, so that few 
survive three or more such episodes. Cere- 
bral angiographic study and surgical oc- 
clusion of the bleeding site, if feasible, are 
indicated. 

Many chronic spinal lesions produce 
symptoms by irritation of a single nerve 
root and thus are manifested in pain, 
numbness, paresthesia, weakness or vaso- 
motor change in the dermatome of that 
root. Because of dermatomic arrange- 
ments, as a consequence of developmental 
behavior, zones of root referral are quite 
predictable. Such distal complaints may 
direct one to the vertebral level of origin 
as a site of inquiry, even without local 
spinal symptoms. 

Pain in the shoulder, the arm or the 
anterior and posterior aspects of the upper 
part of the chest, with cramps of the arm 
and forearm and finger paresthesias, with 
or without swelling of the hand, may oc- 
cur alone or together as a result of a cer- 
vical root irritation, with little complaint 
referable to the neck. This can mas- 
querade as bursitis, angina, myocitis, 
sprained shoulder or the shoulder-arm 
syndrome. When limitation of movement 
in the neck is a major symptom, the cause 
is more readily apparent; when it is not, 
this symptom can often be reproduced by 
deep palpation over the spinous processes 
or by compression or forceful rotation of 
the neck. 

CASE 1 (Herniation of Seventh Cervical 
Disc).—A white woman aged 82, six months 
prior to operation, was attacked, while in bed, 
by sudden pain in the region of the scapula, 
with radiation to the forearm and thumb. 
Sneezing increased the complaints; the neck 
was stiff. There was severe progressive dis- 
ability, with mild and incomplete remission. 
Cervical traction produced no relief. Subse- 
quently there was pain in the axilla and 
through the left breast. The hand became dis- 
colored. The disability became total. A large 
cervical herniated disc was removed, and re- 
covery was satisfactory. This syndrome can 
go on to produce bilateral signs, severe com- 
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pression of the cord and paraplegia. 

The boring or constricting type of tho- 
racic pain, unilateral or bilateral, with 
intermittent or persistent nausea and at 
times without complaints referable to the 
back, often simulates angina, cardiospasm, 
pleurisy or an anxiety state, the real cause 
being irritation of a root at the dorsal 
level. All tests in the early stages, includ- 
ing critical investigation of the neural and 
spinal system, may and often do give nor- 
mal results. 

CASE 2 (Benign Intradural Tumor at First 
Thoracic Level) —A woman aged 50, two and 
one-half years prior to examination, had had 
recurrent interscapular pain of sudden onset. 
Relief was obtained by walking. To be in bed 
was especially painful. This state had contin- 
ued relatively unchanged for over a year. For 
the past nine months there had been boring 
and squeezing pain in the left breast, radiating 
from the back through the chest and also to 
the left elbow. For six months numerous 
treatments had been given, including removal 
of teeth and tonsils, correction of anal fissures 
and the application of leeches. Hospitalization 
and bed rest were tried for five weeks, owing 
to the suspicion of coronary disease, though 
electrocardiograms were normal. Because of 
the atypical complaints, a spinal puncture was 
done; this also failed to reveal any abnormal- 
ity. After the puncture, however, there devel- 
oped dribbling of urine, and the lower extrem- 
ities became weak and numb. The neck became 
stiff, and there appeared evidence of an incom- 
plete spinal cord syndrome, with weakness of 
both lower extremities, a bilateral Babinski 
sign and vague sensory alteration. Removal 
of a meningioma at the first dorsal level 
brought recovery. 

CASE 3 (Hemangioma at Third Dorsal 
Level).—A woman aged 44, when first seen, 
stated that for eighteen years she had felt 
pain under the right breast and abdominal 
cramps at intervals, gradually becoming more 
troublesome. Episodic nausea and interscapu- 
lar pain occurred somewhat later. Fourteen 
years earlier cholecystectomy had been done, 
without improvement. Midline back pain in 
the low-dorsal area was added nine years prior 
to this examination, and uterine suspension 
followed by hysterectomy had failed to modify 
the symptoms. For two years fecal inconti- 
nence had been present at times, and various 
injections of procaine hydrochloride had failed 
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to relieve these complaints. For twenty-three 
months the feet were numb and leg cramps 
were present. For three months, the legs be- 
came weak, and numbness gradually ascended 
to the abdomen. Tonsillectomy and leeches 
were ineffective. Roentgenograms demon- 
strated a hemangioma of the third dorsal ver- 
tebra, and there was gross compression of the 
cord. Laminectomy (though quite bloody and 
difficult), coupled with roentgen therapy, pro- 
duced remarkable clinical improvement. 
Cramps low in the chest or high in the 
abdomen, as well as pain radiating through 
or around the chest or the upper part of 
the abdomen, direct attention to the gall- 
bladder, the pancreas, the upper part of 
the intestinal tract and the kidney, espe- 
cially if equivocal laboratory data cause 
further suspicion of these viscera. This 
may lead to abdominal exploration with- 
out the discovery of any pathologic change. 


CAsE 4 (Neurofibroma at Tenth Thoracic 


Level).—For three years a woman aged 40 


had had intermittent pain in the lower portion 
of the chest. Tiredness of the legs had been 
present for one year; burning of the feet and 
spasm of the calf, for seven months. For six 
months there had been involuntary movement 
of the legs in bed, and fecal urgency was ap- 
parent. For three months numbness of the 
legs, especially the right, was noted. For two 
months the knees would buckle and the patient 
would stagger. For one month there was 
numbness of the perineum. A large dumb-bell 
tumor (neurofibroma) was present, with an 
intrathoracic extrapleural mass and a smaller 
one within the spinal canal. Removal produced 
satisfactory clinical recovery. 

Acute general or focal abdominal pain 
with nausea and vomiting, diarrhea or 
ileus and low-grade elevation of tempera- 
ture has frequently been suspected of 
being the result of intra-abdominal catas- 
trophe and followed by operation with 
negative results. In some instances these 
symptoms were the prodromes of infec- 
tious polyneuritis (Guillaine-Barre syn- 
drome) or other virus invasions of the 
central nervous system. It is presumed 
that the portal of entry is intestinal. 
Nuchal or back stiffness and early pares- 
thesia of an extremity may give a clue to 
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the proper diagnosis, and abnormalities 
of the cell or protein content of the spinal 
fluid confirm the suspicion. 

Hesitancy at stool and dysfunction of 
the bladder, either retention or frequency, 
often lead to investigations of these sys- 
tems, when the actual cause is compression 
of the spinal cord at any level, with little 
complaint referable to the extremities in 
the sensory or the motor sphere. Such 
lesions are uncommon, but they are en- 
countered often enough to be kept in mind. 


Pain and occasional vascular change in 
the area of the scrotum, with associated 
pain in the flank, tend at times to incrim- 
inate the local structures, when they are 
actually due to irritation of a middle or 
low lumbar root. This is not uncommon 
with lesions of the discs or other cauda 
equina lesions. All too commonly the syn- 
drome appears without complaint of the 
back as an early feature. Vigorous per- 
cussion over the lower portion of the spine 
or acute movements of the back may pro- 
duce dorsal pain not previously noted. In 
a similar manner, bilateral or deep pelvic 
pain, paresthesia or cramps may direct 
attention to the local organs when a cauda 
equina lesion is the true offender. 


Certain generalities are observed: Pain 
of root or spinal origin is ordinarily less 
in the upright position and worse in bed. 
Coughing, sneezing or straining usually 
aggravates the pain by altering the intra- 
spinal dynamics and displacing the of- 
fended nerve root more vigorously into its 
abnormal position. The lesser mechanical 
lesions, such as early tumor and disloca- 
tion of the disc, tend to come and go for 
no apparent reason, owing to the relatively 
small mechanical displacement necessary 
to aggravate or improve the symptoms. 
The mode of onset and rapidity of devel- 
opment naturally vary with the mechan- 
ical and histologic character of the lesion, 
and few generalities are helpful. Physical 
examination often will demonstrate a lo- 
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cally tender or painful spinal level on 
movement or percussion at the site of the 
lesion. Occasionally sensory areas of de- 
fect can be mapped out, but in most in- 
stances one must rely on the patient’s 
statement of his sensations as to which 
root is involved. Confirmatory evidence 
in the form of reflex or motor disturbance 
is always helpful but often absent in the 
early stages. Spine roentgenograms are 
helpful with a minority of early lesions, 
as usually bone destruction has not yet 
occurred. Often there is altered align- 
ment of the vertebral column due to 
muscle spasm, and this is a helpful addi- 
tional sign. Spinal puncture is often a 
critical diagnostic tool if the physician 
does the vital laboratory studies himself 
or has implicit confidence in the reliability 
of the technician; otherwise, it is often 
highly misleading. At times, myelographic 
visualization of the subarachnoid path- 
ways must be resorted to in making a defi- 
nite diagnosis. 


SUMMARY 


Certain cerebral and spinal syndromes 
are reviewed. The symptomatic develop- 
ment of these is recounted, with an effort 
to point out that the early complaints and 
signs are often in distal sites or viscera 
and therefore tend to mislead the clinician 
away from the true diagnosis. Certain 
features characteristic of spinal pain and 
some common clinical and laboratory aids 
are pointed out, which the author hopes 
may be helpful. 


RIASSUNTO 


Vengono passate in rassegna alcune 
particolari sindromi cerebrali e spinali 
allo scopo di dimostrare che i loro sintomi 
all’inizio sono spesso riferiti a sedi dis- 
parate o a visceri lontani e portanto ten- 
dono a essere misconosciute. Vengono 


portati ad esempio certi aspetti caratteris- 
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tici del dolore spinale e alcuni dati clinici 
e di laboratorio che possono essere di aiuto 
nella diagnosi. 


ZUSAM MENFASSUNG 


Der Verfasser priift gewisse zerebrale 
und spinale Syndrome und berichtet im 
Einzelnen iiber die Entwicklung ihrer 
Symptome. Dabei bemiiht er sich klarzu- 
legen, dass die ersten Beschwerden und 
Krankheitszeichen haufig in abgelegenen 
Gegenden oder Organen auftreten und 
dadurch zu einer Ablenkung des unter- 
suchenden Klinikers von der richtigen 
Diagnose fiihren kénnen. Er hebt gewisse 
charakteristische Eigenschaften des spi- 
nalen Schmerzes und einige der iiblichen 
klinischen Untersuchungsmethoden und 
Laboratoriumsverfahren, von denen er 
eine Hilfe zur Diagnosestellung erhofft, 
hervor. 

RESUME 


L’auteur passe en revue certains syn- 
dromes cérébraux et spinaux, ainsi que 
leur évolution, afin de démontrer que les 
troubles et signes précoces sont souvent 
localisés dans des régions ou des viscéres 
distaux, ce qui peut donner lieu a des er- 
reurs de diagnostic. L’auteur énumére un 
certain nombre de caractéristiques de la 
douleur spinale, et donne quelques points 
de repére clinques et de laboratoire per- 
mettant d’éclairer le diagnostic. 


SUMARIO 


O autor faz a revisdo de certos sindromes 
cerebrais e espinais. O seu desenvolvi- 
mento sintomatico é descrito, em um es- 
forco para salientar que as quiexas e sinais 
precoces encontram-se frequentemente em 
locais distais ou visceras e que portanto 
tendem a desviar o clinico do diagnéstico. 
Certas feicdes caracteristicas da dor espi- 
nal e alguns achados comuns clinicos e de 
laboratério sAo apontados pelo autor, na 
esperanca de que possam ser Uteis. 


Obstetric and Gynecologic Surgery 


Complications of Pelvic Surgery: Hemorrhage 


ZEPH J. R. HOLLENBECK, M.D., F.A.C.S. 
COLUMBUS, OHIO 


about hemorrhage as a complication 

of gynecologic surgical intervention. 
Hemostasis is considered one of the basic 
principles of good surgical technic, and to 
mention one’s experience with it may be 
to admit inferiority as a surgeon! I am 
quite sure, however, that all surgeons have 
had to contend, at one time or another, 
with this difficult and exasperating com- 
plication of gynecologic surgical proce- 
' dures, either vaginal or abdominal. 

In operations on the cervix, for in- 
stance, there is a tendency to use deep 
figure-of-eight or Sturmdorf type sutures 
and also to use too many and tie them too 
tightly. This results in postoperative 
necrosis, late sloughing and hemorrhage. 
In tracheloplasty it is definitely advanta- 
geous to use as few sutures as possible to 
bring together the tissues that are to be 
approximated, and to use fine suture ma- 
terial. It is quite obvious that a No. 000 
suture cannot be tied as tightly as a No. 1 
chromic catgut. The use of the more or 
less routine vaginal pack saves the surgeon 
from loss of sleep associated with fairly 
early postoperative hemorrhage after vag- 
inal and cervical plastic operations, but 
its use is not advocated after cautery am- 
putation of the cervix, because its removal 
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has a tendency to incite hemorrhage. In 
electrosurgical treatment of the cervix it 
is advisable to use a cutting current with 
moderate coagulation qualities and to be 
conservative in the use of the coagulation 
current. This minimizes tissue destruction 
and subsequent slough. This procedure at 
times has been the bane of my existence 
and though I still occasionally do a coniza- 
tion of the cervix with the cutting current, 
I swear periodically that I will never do 
another. 

The single maneuver in vaginal hyster- 
ectomy that keeps the surgeon out of diffi- 
culty with hemorrhage is, in my opinion, 
closure of the peritoneum. Although this 
is not an essential part of the operation, 
it does bring all of the potential bleeders’ 
outside the peritoneal cavity, and fre- 
quently the manipulation associated with 
closing the peritoneum will reveal a bleed- 
ing point that has been temporarily 
quiescent. 

The control of postoperative vaginal 
bleeding following hysterectomy or vag- 
inal plastic work is usually best accom- 
plished by adequate packing of the vagina 
after removal of all clots. If a bleeding 
point is visible it should, of course, be 
clamped and tied. If the bleeding contin- 
ues there is a strong tendency to repack. 
This is a mistake. To save time and blood, 
the patient should be taken to the operat- 
ing room and anesthetized. Then, with 
adequate light and assistance, the bleeding 
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point can be found and properly managed. 
Of course, if the initial hemorrhage is se- 
vere, this should be done at once, without 
any attempt to stop the bleeding by pack- 
ing except as a stopgap procedure while 
the patient and the operating room are 
being prepared for action. 


A word about the management of abor- 
tion seems indicated. It has been the pol- 
icy at the Ohio State University Hospital 
for the past several years to perform dila- 
tion and curettage routinely in all cases 
of abortion. This saves considerable time 
and blood for the patient, prevents severe 
late hemorrhage and reduces the possibil- 
ity of infection to practically nil. In cases 
of nonseptic spontaneous abortion this is 
done immediately; septic patients are 
treated for twenty-four to thirty-six hours 
before the operation with antibiotics. Over 
90 per cent of all women hospitalized for 
abortion are discharged from the hospital 
within twenty-four hours. 


The use of uterine tourniquets of vari- 
ous types, such as rubber bands placed 
around the lower uterine segment, or 
atraumatic vascular clamps, may be quite 
acceptable for the control of bleeding dur- 
ing multiple myomectomy. This method 
probably was conceived during exasper- 
ating attempts to control bleeders in the 
uterine wall with the usual type of hemo- 
static forceps. The best method of con- 
trolling such vessels is undoubtedly with 
Allis clamps or some modification thereof, 
or a similar instrument. Approximation 
of the defect then by fine interrupted 
figure-of-eight sutures controls the 
bleeding points, and no attempt need be 
made to ligate them individually. Because 
of the major problem of the contro] of 
hemorrhage, myomectomy should not be 
attempted at the same time as cesarean 
section. The exception to this rule is in 
the case in which there is a pedunculated 
tumor or there is obvious vascular diffi- 
culty after contraction of the uterus. 
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If severe postoperative hemorrhage 
occurs after abdominal hysterectomy, it is 
usually from the angle of the vagina, the 
uterine artery or its cervical branch; oc- 
casionally it is from the ovarian vessels. 
Two general technics are used in ligation 
of the larger vessels: one, a single suture 
ligature of the crushed broad ligament, 
usually in two sections, on either side of 
the uterus; the other, isolation of the 
uterine vessels and individual ligation. It 
has been my practice to continue the “old- 
fashioned” method, using a double strand 
of No. 1 chromic suture to accomplish this 
suture-ligature. With this method there is 
no difficulty in breaking the suture, and 
in my opinion it is less likely to result in 
ureteral damage than is individual isola- 
tion and ligation of the uterine blood sup- 
ply medial to the ureters. With radical 
hysterectomy there is no comparable prob- 
lem, because the ureter is out of the way 
and the vessels are tied at their origin 
from the hypogastrics. 


The control of bleeding from vessels 
deep in the pelvis during radical hysterec- 
tomy and pelvic lymphadenectomy may at 
times be extremely troublesome. The deep 
branches of the internal iliac and obtura- 
tor vessels, especially the veins, where 
they are in close proximity to the skeletal 
structures, can be ligated only with diffi- 
culty. A great deal of blood and time may 
be lost in attempts to ligate them. A silver 
clip applied with the long clip applicator 
forceps makes this a simple matter. Silver 
clips may also be used to control the arter- 
ies and veins supplying the lymph nodes 
that lie in close proximity to the great 
vessels. 


The artificial creation of a state of con- 
trolled shock, called hypotensive anesthe- 
sia, is a method devised to enable one to 
do time-consuming operations in a shorter 
period, with less actual blood loss. My 
experience with this method is limited, but 
my opinion is that it need not and prob- 
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ably will not become universally practiced 
by gynecologists. It is difficult and must 
be accomplished under the direction of a 
very skillful anesthesiologist. It seems to 
me that when a surgeon gets so old that 
he is unable to withstand a three-hour, 
four-hour or five-hour gynecologic opera- 
tion he should have perfected his technic 
to such point that the operation would not 
have taken so long in the first place. From 
the view of the patient’s benefit it is better 
to calculate the amount of blood lost and 
to begin replacement early. 


Accidental injury to the iliac arteries 
and veins should be controlled by imme- 
diate suture of the defect and the use of 
gelfoam sponges or film to cover the re- 
pair. The old trick of using a piece of 
muscle works just as well. 


If hemorrhage from the vessels on one 
side of the pelvis becomes uncontrollable, 
there is no reason why the hypogastrics 
cannot be ligated above and below the 
bleeding point. This is true too of the uter- 
ine vessels when the uterus is to be 
conserved. The collateral circulation is 
adequate. 


Shock that occurs several hours after 
pelvic laparotomy and responds to blood 
transfusion, only to recur, means one 
thing to me —concealed hemorrhage. In 
spite of the absence of signs of intra-ab- 
dominal fluid and of laboratory evidence 
of anemia, the patient exhibiting this syn- 
drome should be taken to the operating 
room and a laparotomy performed. A pa- 
tient with retroperitoneal bleeding may 
show no signs of intra-abdominal fluid, 
and the initial shocking hemorrhage, or 
even the second one, may fail to make it- 
self evident in the circulating blood picture. 


In conclusion, a few words of caution 
are in order. A thorough knowledge of 
the anatomic aspects of the vascular sys- 
tem and its variations is as important to 
the surgeon as his string of hemostats. 
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One must not overlook the possibility of 
the occasional case of blood dyscrasias, 
especially thrombocytopenia. Defibrina- 
tion of the blood by activation of the blood- 
clotting system at some intermediate 
point has been discussed at some length in 
the recent literature. This is especially 
applicable to abruptio placentae. The 
identical picture, which may also lead to 
lower nephron nephrosis, follows transfu- 
sion with incompatible blood. The same 
problem may arise in a case of near exsan- 
guination hemorrhage. In the anesthe- 
tized patient, during the operation, the 
situation may make itself manifest only 
by uncontrollable hemorrhage, especially 
from the smaller arteries and veins of raw 
surfaces. If any doubt arises, a tube of 
blood should be drawn from the patient 
and the “clot observation test” carried out. 


The surgeon who makes free use of 
suction to keep his operative field dry must 
constantly be aware of the danger involved 
if he or his assistant has the habit of leav- 
ing the suction tip in the depth of the pel- 
vis while the surgeon’s attention is drawn 
to another point in the operation. The suc- 
tion tip may be directly over an opening 
in a large blood vessel and considerable 
blood may be in the suction bottle before 
the problem is recognized. This is true 
particularly of the suction tip placed in- 
side the uterus during uterine closure in 
cesarean section. 


It seems hardly necessary to mention 
here the extreme importance of blood re- 
placement in cases of shock, before any- 
thing else is done to the patient. Shock 
must be controlled before any anesthetic 
is administered or any operative procedure 
begun. I was once told that it was neces- 
sary to open a patient’s abdomen to con- 
trol the bleeding point before the shock 
could be successfully combated, because 
the blood would run out as fast as it could 
be put in. Do not forget that in the pres- 
ence of profound shock—which is nature’s 
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way of controlling a severely bleeding 
point—the blood is not running anywhere. 
Shock must be corrected before anything 
else is done to the patient. 


SUMMARY 


Hemorrhage occurring as a complica- 
tion of pelvic surgical procedures in 
women, e.g., after operations on the cer- 
vix, hysterectomy, or vaginal plastic pro- 
cedures, as well as after abortion, is dis- 
cussed, with recommendations for its 
prevention and control. It is emphasized 
that a thorough knowledge of the vascular 
system is essential. The possibility of 
blood dyscrasias, particularly thrombo- 
cytopenia, must be kept in mind. If the 
patient is in a state of shock, blood replace- 
ment should be accomplished first of all, 
before operation is begun or any anes- 
thetic is used. 


ZUSAM MENFASSUNG 


Es liegt eine Erérterung von Blutungen 
vor, die als Komplikation bei Eingriffen 
am weiblichen Becken auftreten, z. B. nach 
Operationen am Kollum, nach Gebarmut- 
terresektion, nach plastischen Operationen 
an der Scheide oder nach Aborten. Mittel 
und Wege, diese Blutungen zu verhiiten 
oder zu kontrollieren, werden empfohlen. 
Es wird betont, dass eine genaue Kenntnis 
des Blutgefiss-systems wesentlich ist. An 
die Modglichkeit von Bluterkrankungen, 
besonders der Thrombozytopenie muss 
gedacht werden. 

Wenn die Patientin sich im Schock be- 
findet, muss vor allem fiir Blutersatz noch 
vor Einleitung einer Aniasthesie gesorgt 
werden. 


RESUME 


L’auteur présente une étude des com- 
plications hémorragiques lors d’opérations 
pelviennes chez la femme, par exemple 
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aprés des opérations sur le col, aprés une 
hystérectomie ou une plastique vaginale, 
ainsi qu’aprés un avortement. I] énonce 
des régles pour leur prévention et leur 
contréle, soulignant la nécessité d’une con- 
naissance approfondie du systéme vascu- 
laire. Il ne faut pas négliger la possibilité 
d’une dyscrasie sanguine, particuliére- 
ment d’une thrombocytopénie. Si la mal- 
ade se trouve en état de choc, il faut 
immédiatement, avant l’emploi de tout 
anesthésique, pratiquer une transfusion 
sanguine. 


RIASSUNTO 


Viene trattata l’emorragia che pud pro- 
dursi come complicazione de interventi 
pelvici sulle donne, come per esempio dopo 
operazioni sul collo uterino, isterectomie, 
plastiche vaginali o aborto. Si sottolinea 
il fatto che é indispensabile una conoscen- 
za complete del sistema vascolare e che é 
necessario considerare |’eventualita delle 
discrasie e specialmente della trombocito- 
penia. Se la paziente é in shock la prima 
cosa da fare, prima di usare qualunque 
anestetico, é la somministrazione di san- 
gue. 


SUMARIO 


O autor discute a hemorragia que ocorre 
como complicagéo de intervencées pélvicas 
em mulheres, como por exemplo depois de 
operacdes no cérvix, histerectomias, ou 
métodos plasticos vaginais, bem como de- 
pois de abértos, com recomendgées para 
sua prevencao e controle. Chama a aten- 
cao para o fato de que o conhecimento total 
do sistema vascular é essencial. Dever-se 
ter em mente a possibilidade de discrasias 
do sangue, particularmente trombocito- 
penia. 

Se o paciente estiver em estado de 
choque, a reposicéo do sangue deve ser 
feita primeiramente, antes que se use 
qualquer anestésico. 


Obstetric and Gynecologic Problems in 


General Practice 


ALLEN T. STEWART, M.D., F.I.C.S. 
LUBBOCK, TEXAS 


EDICAL service follows the pat- 
M tern of the times. In the horse and 

buggy days life moved more slowly, 
the majority of the population was rural, 
and the general practitioner or family 
doctor, the central figure in many a novel 
or poem, was an important leader in any 
community. As people began to congre- 
gate in cities, as the preponderance of our 
population shifted from rural to urban, 
definite changes occurred in the practice 
of medicine. The age of specialization be- 
gan. Cities were large enough that a man 
could make a good living by treating only 
those who were referred to him by others, 
and whom he had not previously seen. 

Small wonder that the pendulum swung 
too far in the opposite direction. The per- 
centage of specialists became too prepon- 
derant, the medical schools pointed toward 
specialization, and the general practitioner 
seemed to be on the way out. Rural areas 
began to lose their old-time doctors and 
there were no young ones to take their 
places. Everyone looked to the city, and 
the automobile quickly carried them there 
for trade, for amusement, for education, 
for professional service, for worship. 

The American Medical Association be- 
came concerned about the situation, and 
its board of trustees appointed a council 
on rural health in 1945, which has held 
annual conferences with farm leaders, 
farm editors, and members of the exten- 
sion service of land grant colleges. This 
work has created better public relations 
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between the medical profession and rural 
people. 

Another thing has brought about a halt 
in this trend. More than anything else it 
has been the patient himself. Though he 
demanded the best in diagnosis and treat- 
ment, he also longed for someone to take 
a personal interest in him, to take time to 
explain to him his illness of body or mind, 
to be a quiet listener to his tale of aches 
and pains and worries. Hence the family 
doctor, the personal physician, if you 
please, or, in other words, the general 
practitioner, is again coming back into his 
own. It is he who sees the patient first, 
who suspects or diagnoses his illness, and 
who finds the specialist when one is 
needed. The evidence of the commanding 
position of the general practitioner in 
present-day American life is the amazing 
growth of the American Academy of Gen- 
eral Practice, now more than 18,000 
strong, the most rapidly growing and in- 
fluential of the present divisions of Amer- 
ican medicine. This group is unique in 
that it requires for retention of member- 
ship a continuing amount of postgraduate 
study, a stated number of hours of such 
work every year. This is a requirement 
that the various specialty boards might 
well emulate. 

Today the general practitioner is able to 
take care of about 85 per cent of the pa- 
tients he is called upon to treat. He is 
sufficiently trained in medicine and keeps 
well enough abreast of research and cur- 
rent practice that he not only knows his 
own limitations but is able to refer his 
patient for proper care to a competent 
specialist. 
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Now, since the general practitioner is 
the family doctor and since families are 
composed chiefly.of women and children, 
who, by the way, usually do not minimize 
or conceal their aches and pains but seek 
help promptly, it follows that, in addition 
to cuts and bruises and sore throats, a 
large proportion of the general practi- 
tioner’s patients will be women, and his 
daily work will deal with those disorders 
related to or resulting from the act of re- 
production. Hence obstetrics and gynecol- 
ogy usually demand the bulk of his time. 
This being true, it is not amiss to review 
some of the problems in this field which 
daily confront him. 


In the past decade or so, intensive pre- 
natal care has greatly reduced the inci- 
dence of toxemia; prenatal care plus 
asepsis plus antibiotics has reduced the 
incidence of infection. Hence, in the past 
decade, hemorrhage, the last of the triad 
dreaded by obstetricians, has replaced in- 
fection as the leading cause of maternal 
deaths. 


Although there has been a 75 per cent 
reduction in maternal mortality in the past 
two decades, the results are still far short 
of the possibilities. Today 8 of 10 patients 
with puerperal infection, 7 of 10 with tox- 
emia and 6 of 10 cases with hemorrhage 
will survive. Of the three great terrors of 
obstetrics, therefore, hemorrhage still 
looms as the most formidable, the most 
likely to cause maternal death. The most 
dangerous types of hemorrhage occur in 
the postpartum period and in cases of pla- 
centa praevia, abruptio placentae, and 
ectopic pregnancy. Of these, postpartum 
hemorrhage is perhaps the most common, 
since the other types are relatively infre- 
quent. Postpartum hemorrhage has an in- 
cidence of 2 per cent in the larger Ameri- 
can institutions and, in general, an overall 
incidence of 10 per cent. Delay in recog- 
nition, in instituting blood replacement, 
and in employing definitive treatment re- 
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sult in death from postpartum hemor- 
rhage. 

As a prophylactic routine to prevent 
this complication, McCartney! has advo- 
cated avoidance of deep sedation and deep 
general anesthesia, a thirty-second pause 
after delivery of the fetal head and the 
anterior shoulder, and the administration 
of ergot after delivery of the posterior 
shoulder. He urges that an interval of 
three minutes be allowed to elapse from 
the time the delivery is started until the 
head and shoulders are delivered, insisting 
that this allows proper retraction of the 
placental site. The placenta should be ex- 
pressed, but during its expression the 
uterus should be held out of the pelvis. In 
contradiction to much medical school 
teaching of the past, he favors prompt 
manual removal of the placenta if there is 
uterine bleeding before the placenta is ex- 
pressed or if the placenta is not separated 
in fifteen minutes. 


With all these types of hemorrhage the 
treatment can follow only two courses: re- 
placement of lost blood and whatever 
definitive measures are needed to stop the 
flow of blood at its source. Within the last 
few years, since discovery of the impor- 
tance of the Rh factor, blood transfusion 
has become a relatively safe procedure and 
blood has been more readily available, as 
have blood substitutes and blood compo- 
nents. By and large, the incidence of deaths 
from postpartum hemorrhage constitutes 
a derogation of the skill of the physician 
in attendance. In passing, one common 
error in gauging the extent of the hemor- 
rhage is that the clot volume of blood? 
represents only 40 per cent of the blood 
loss. Hence a clot volume of 1,500 cc. 
would mean that the patient had actually 
lost a volume exceeding 2,500 cc. 

Space does not permit a review of all the 
types of hemorrhage here, nor is it in or- 
der, since in 1953 a masterful presenta- 
tion of the management of hemorrhage 
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from the genital tract during late preg- 
nancy, labor, and the puerperium was 
published by Pieri. One sentence of that 
treatise states: “It has been observed 
that, in cases of abruptio placentae, the 
coagulability of the blood undergoes such 
alteration (toxin) that bleeding elsewhere 
in the body may ensue.” Indeed, this 
sometimes occurs to such an extent that 
even after abdominal section the patient 
may continue to bleed from the suture 
lines, the cervical stump, the ligatures and 
even from the lungs, stomach, bowel, blad- 
der and subcutaneous areas. This alarm- 
ing condition, one that becomes rapidly a 
fulminating emergency, is associated with 
premature separation of the normally im- 
planted placenta or with amniotic fluid 
embolism (infusion); it occurs also in 
cases of long-standing fetal death. The 
common characteristic of these three 
widely different conditions is that the 
blood becomes incoagulable. Transfusions 
do not reverse the situation and rarely re- 
place the lost blood rapidly enough. This 
peculiar condition was first noticed by 
De Lee‘ and called uterine hemophilia. La- 
ter Wilson’ compared it to that observed 
in the blood of snake-bite victims and con- 
sidered the activating factor a circulating 
toxin. Later Dieckmann® called attention 
to the presence of afibrinogenemia in such 
cases. Then Reid’ and his associates ad- 
vanced the idea that in these cases the 
amniotic fluid gains entrance to the ma- 
ternal circulation and, being charged with 
thromboplastin, causes intravascular clot- 
ting, which defibrinates the blood and 
renders it incoagulable. Such blood, when 
drawn, will not clot or forms a clot that 
soon disintegrates; also, such a clot dis- 
solves when incubated at 37 C. for one 
hour. This is a simple test to warn the 
obstetrician of the presence of this syn- 
drome, and when the result is positive 
there is only one course—prompt restora- 
tion of the fibrinogen level of the blood to 
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a level above that of danger from hemor- 
rhage, i.e., to 150-200 mg. per hundred 
cubic centimeters. Multiple transfusions 
alone are not enough, since a single trans- 
fusion of 500 cc. may raise the fibrinogen 
level only 5 or 10 mg. per hundred cubic 
centimeters. If the fibrinogen is raised to 
the normal level the condition of the pa- 
tient is less precarious and delivery can be 
planned. The consensus now is that labor 
can usually be terminated by pelvic deliv- 
ery after rupture of the membranes, or, 
if labor does not ensue after this proce- 
dure, by abdominal section. Indeed, rup- 
ture of the membranes decreases intra- 
uterine pressure and halts the forcing of 
thromboplastic material into the circula- 
tion, reversing the condition. An alert 
general practitioner can forestall many a 
serious situation by detecting afibrino- 
genemia by the clot test, after which he 
can institute measures to raise the fibrino- 
gen level, by injection of Cohn’s fraction 
No. I. What formerly was usually a dis- 
astrous situation may now be met with 
more hope of a happy outcome. 

Another source of hemorrhage, not 
often mentioned but frequently productive 
of fatal thrombosis and embolism, is vari- 
cosity of veins, in the lower extremity, the 
vulva, the vagina and the pelvis. It is sur- 
prising that this potential source of hem- 
orrhage is seldom mentioned in the litera- 
ture. In performing cesarean section or 
other pelvic operations, I have marvelled 
at the massive varices often present in the 
mesosalpynx and broad ligaments, and I 
have wondered why a vigorous Crede ex- 
pression in such a case has not resulted 
in rupture and fatal intraperitoneal hem- 
orrhage. 

The potential danger from varices of 
the pelvis was brought alarmingly to my 
attention by the following case: 

Mrs. E., aged 32, para 2, had had normal 


delivery, with nothing remarkable in her his- 
tory. On hearing from her husband, by tele- 


oe 


phone late one night, that she was bleeding 
badly, I instructed him to call an ambulance 
and send her to the hospital. While I was 
dressing the night supervisor called to say 
that the patient had arrived and was in a des- 
perate condition. A plasma transfusion had 
been started. Before I left the house she called 
again, stating that in her opinion the patient 
was dying. On reaching the hospital, I found 
that the supervisor had wisely left the patient 
on the ambulance stretcher and was giving 
plasma intravenously. 

Severe shock and hemorrhage were present. 
The pulse was imperceptible and the respira- 
tory rate 6 per minute. The skin was cold and 
clammy and bathed in sweat. During admin- 
istration of the second bottle of plasma there 
was enough improvement in the patient’s gen- 
eral condition to justify transferring her to 
the operating table, where she was placed in 
the lithotomy position. After the clots had 
been sponged out, the source of the bleeding 
was discovered to be a large ruptured varix 
on the right vaginal wall, about 3 inches (7.5 
cm.) from the introitus. A wide mattress su- 
ture about the bleeding point easily controlled 
the hemorrhage, and the patient’s condition 
improved rapidly. She was discharged on the 
following day, having been given 1,500 cc. of 
blood and 1,000 cc. of plasma. Up to the time 
of writing, hemorrhage has not recurred. In- 
cidentally, the hemorrhage had been initiated 
by coitus. 

After such an experience, I have looked 
askance at all varices of the lower extrem- 
ity, the vulva and the vagina. In 2 of my 
patients, each gravida 3 and para 2, mas- 
sive varices of the vulva. the labia and the 
vagina have developed during pregnancy. 
Both women were delivered by cesarean 
section. The fact that the varices prompt- 
ly receded in the postpartum period has 
not changed my conviction that this 
method of delivery was the correct one. 


The greatest responsibility of the gen- 
eral practitioner is in the detection of 
cancer. In the great majority of cases he 
is the first man to see the cancer patient, 
or as Novak® stated, the patient’s first 
“port of call.” Bloodgood® has said that 
the more easily the cancer is detected the 
worse is the prognosis. Hence the conduct 
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of the general practitioner at the first ex- 
amination either seals the patient’s doom 
or initiates proper treatment that will in- 
sure arrest of the tumor. It is a great 
service to add many useful, productive 
years to the life of a wife and mother. It 
is a terrible indictment that this duty and 
responsibility is too often neglected. Re- 
cent surveys have revealed some data not 
too complimentary to the medical profes- 
sion. According to Crossen,'® 75 to 90 per 
cent of patients with early cancers can be 
saved by early adequate treatment. In 
Philadelphia, Howson and Montgomery" 
reported that in 1,140 cases the untoward 
results were due to delay on the part of 
the patient in 56 per cent. Such delay was 
defined as the time elapsing from the first 
symptoms until medical advice was sought. 
In 24.5 per cent of cases (almost 1 in 4) 
the delay was laid at the door of the phy- 
sician, in which cases the average dura- 
tion of delay was seven and four-tenths 
months. In 51 per cent of these cases no 
vaginal examination was done. Now, since 
little is known about the cause of cervical 
cancer, nothing can be done to lower the 
incidence, but_certainly the facts men- 
tioned show that early detection and treat- 
ment offer the only means of lowering the 
fatality rate of 20,000 cases of cancer 
each year. To reduce this number, there 
must first be a population alert to the dan- 
ger of cancer. Thanks to the educational 
campaign of the American Cancer Society, 
this goal is being attained, and with it a 
generous proportion of cancerophobia. 
Next, there must be alert, trained physi- 
cians to detect malignant change in the 
beginning and start treatment, or allay the 
patient’s fear when there is undue alarm. 

It is not to be expected that the general 
practitioner will be equipped to treat early 
cancer in all cases, but he must be pre- 
pared to take all available measures of 
detection within present knowledge. He 
cannot disregard such symptoms as inter- 
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menstrual bleeding, irregular bleeding at 
the menopause, postcoital bleeding or 
bleeding after a douche. Every general 
practitioner can perform Schiller’s iodine 
test to detect suspicious areas and can 
then do a biopsy. Te Linde! insists upon 
biopsy of any granulation tissue that 
bleeds, any leukoplakic spots, any polypoid 
areas with a large base, any hard area cov- 
ered with epithelium, any localized ulcer, 
or any erosion that fails to clear up after 
cauterization. 


The Papanicolaou smear is a valuable 
addition to the physician’s armamenta- 
rium, though it does not necessarily sup- 
ply the final word in diagnosis. Frequent- 
ly it will reveal suspicious cells that may 
not have been detected otherwise, and 
then biopsy can confirm or refute the re- 
sult. It is especially useful in the detection 
of cancer in situ, a condition in which the 
full thickness normally occupied by strati- 
fied epithelial cells is replaced by malig- 
nant cells. The cervical glands may be 
invaded, with complete destruction of co- 
lumnar epithelium, but the subepithelial 
structures are not invaded. Such a condi- 
tion may stay dormant for years but is 
always potentially dangerous and calls for 
amputation of the cervix or total hysterec- 
tomy. 


It is not expected that every general 
practitioner can read a Papanicolaou 
smear, but it is not too much to expect 
that he be able to secure such smears and 
get them into the hands of a capable path- 
ologist. If this procedure, followed by bi- 
opsy, became the order of the day, the 
percentage of Grade I and Grade II car- 
cinoma detected would increase and the 
percentage of survival would mount, since 
75 per cent of patients with such low- 
grade neoplasms survive. There must be 
a greater salvage of this all-important 
segment of our population. To an enor- 
mous extent the integrity of the home and 
the maintenance of wholesome society de- 
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pend upon it. Women know that the re- 
productive act predisposes to cancer of the 
breast and of the generative tract. They 
must be enabled to face motherhood with 
less fear of this dread specter. 


Although the reproductive act contrib- 
utes more to the work of the general prac- 
titioner than does anything else, he is fre- 
quently confronted with its opposite, 
sterility. The sterile couple merit every 
consideration, the best technical service 
and the keenest diagnostic acumen. They 
frequently travel from doctor to doctor in 
their vain search for help. This condition 
has been the object of much research and 
experimentation. Rubin’ has_ recently 
presented an exhaustive review. This 
treatise covers every phase of the physical 
basis for sterility and leaves nothing to 
be added in the conduct of procedures for 
diagnosis and treatment. It is doubtful 
that anything helpful can be added to the 
current knowledge of the physical side of 
this deficiency. Dr. Rubin is wise, however, 
in suggesting that a diagnosis of absolute 
sterility should rarely be made known to 
a couple, because of the psychic effect. The 
realization that one is hopelessly sterile is 
a severe shock and may lead to grave con- 
flicts. One cannot minimize, either, the 
psychosomatic factor in gynecologic dis- 
orders. Says Rubin, “Nature does work 
‘miraculous cures,’ while prognosis is not 
always infallible.” It is known that many 
cases of sterility are unexplainable on a 
purely physical basis; that such psychic 
factors as worry, stress, and strain invite 
peptic ulcer, colitis, asthma, migraine, 
hypertension and coronary disease. If 
such anxiety stresses may cause lesions in 
the various organs, is it unreasonable to 
assume that psychic stimuli can set up 
pathologic reactions in the reproductive 
organs, with resultant dysmenorrhea, 
abortion or sterility? 


These facts still leave the general prac- 
titioner in the pivotal position. In his role 
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as family physician and confidential ad- 
viser, he may be of great help in making 
the burden of disappointment and the feel- 
ing of futility less heavy. Frequently he 
can solve the problem by arranging for the 
adoption of a child. This alone may result 
in subsequent successful pregnancies, a 
phenomenon too frequent to be regarded 
as merely coincidental and strongly sig- 
nificant of the deeply hidden influence of 
the psyche upon the reproductive func- 
tions. 


The general practitioner is neither god 
nor superman, but he does occupy a stra- 
tegic position in rendering service to 
women. He is the liaison officer between 
the family and the specialist. In the pro- 
portion that he is well trained, alert and 
conscientious, he will decrease the inci- 
dence of morbidity and death from hemor- 
rhage, cancer and sterility. May his tribe 
increase! 


SUMMARY 


The author urges that more attention be 
given by the general practitioner to mod- 
ern methods of obstetric and gynecologic 
treatment, especially with regard to hem- 
orrhage, puerperal infection, placenta 
praevia, abruptio placentae, ectopic preg- 
nancy and cancer. The greatest responsi- 
bility of the general practitioner is the 
detection of cancer in its early stages. He 
is not expected to be equipped to deal 
single-handed with any and all cancers, 
but he should be prepared to take all the 
measures now available. The problem of 
sterility is also one that should interest 
him deeply and call forth his utmost 
efforts. 


RIASSUNTO 


L’autore ritiene necessario che i medici 
generici pongano maggior attenzione ai 
pi moderni metodi di cura in ostetricia e 
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ginecologia, sopratutto in rapporto all’- 
emorragia, all’infezione puerperale, alla 
palcenta praevia, alla rottura di placenta, 
alla gravidanza extrauterina e al cancro. 
La maggior responsabilita del medico pra- 
tico é rappresentata dalla diagnosi precoce 
del can cro. Non si pretende che egli sia 
attrezzato per la cura di essi, ma deve 
sapere quali sono le misure da prendere in 
ogni singolo caso. Anche il problema della 
starilita deve interessarlo a fondo e im- 
pegnarlo ad ogni sforzo. 


RESUME 


L’auteur souligne la nécessité pour le 
praticien de médecine générale d’accorder 
une plus grande attention aux méthodes 
modernes de traitement en obstétrique et 
gynécologie dans les cas d’hémorragie, 
d’infection puerpérale, de placenta prae- 
via, de placenta abruptio, de grossesse 
ectopique et de cancer. La responsabilité 
du praticien est grande dans le diagnostic 
précoce du cancer. On ne peut lui de- 
mander d’étre suffisamment équipé en vue 
d’étre 4 méme de déceler tous les cancers, 
mais il devrait.étre apte 4 prendre toutes 
les mesures actuellement a notre disposi- 
tion.—un autre probléme auquel le prati- 
cien de médecine générale devrait con- 
sacrer toute son attention est celui de la 
stérilité. 


ZUSAM MENFASSUNG 


Der Verfasser richtet eine Mahnung an 
den in der Allgemeinpraxis stehenden 
Arzt, in Fallen von Blutungen aus den 
weiblichen Genitalien, von Kindbettinfek- 
tionen, Placenta praevia, Ablésung der 
Placenta, ektopischer Schwangerschaft 
und Karzinom den neuen Methoden ge- 
burtshilflicher und gynakologischer Be- 
handlung gréssere Aufmerksamkeit zu 
widmen. Die héchste Verantwortlichkeit 
des praktischen Arztes liegt auf dem Ge- 
biet der friihzeitigen Entdeckung des 
Krebses. Wenn auch nicht erwartet wer- 
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den kann, dass der praktische Arzt jeden 
Krebsfall allein zu behandeln in der Lage 
ist, so sollte es doch méglich sein, dass er 
alle notwendigen Schritte unternimmt, um 
die heute verfiigbaren Massnahmen einzu- 
leiten. Ein anderes Gebiet, das den All- 
gemeinpraktiker interessieren und zu 
voller Mitarbeti anregen sollte, ist das 
Problem der Unfruchtbarkeit. 


SUMARIO 


O autor sugere que o clinico geral dé 
mais atencéo aos métodos modernos de 
tratamento obstétrico e ginecolégico em 
relacao 4 hemorragia, infeccéo puerperal, 
placenta prévia, abruptio placentae, gravi- 
dez ect6pica e cancer. A grande responsa- 
bilidade do clinico geral consiste na 
descoberta do cancer nos estdgios prima- 
rios. N&o se espera que éle esteja equipado 
para tratar tdda a espécia de cancer, mas 
que esteja preparado para tomar tédas as 


STEWART: OBSTETRIC AND GYNECOLOGIC PROBLEMS 


medidas agora vidveis. O problema da 
esterelidade 6 um que também deveria in- 
teressdlo profundamente e exigir déle o 
melhor de seus esfor¢os. 
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LATE CORRECTION—The footnote denoted by double asterisks (**) in 
the article “PVP-Iodine” by Drs. Shelanski and Shelanski on page 727 should 
read as follows: “**Isodine Antiseptic is the Isodine Pharmacal Corporation’s 
Brand of Polyvinylpyrrolidone—Iodine Complex (PVP-I).” 
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Ophthalmologic Surgery 


Focal Infections and Their Relation to the Eye 


HARRY M. SELDIN, D.D.S., F.A.C.D., F.I-C.D., F.I.C.A. 
NEW YORK CITY, NEW YORK 


the American Dental Association was 

devoted to “An Evaluation of the 
Effect of Dental Foci of Infection on 
Health.”! A brief summary of the contents 
of this issue is contained in a quotation 
from a paper by Reiman and Havens? 
published in the Journal of the American 
Medical Association (Jan. 6, 1940), which 
quotation was actually used in the dental 
journal’s summary: “It may be said, 
therefore, that (a) the theory of focal in- 
fection, in the sense of the term used here, 
has not been proved; (b) that infectious 
agents involved are unknown; (c) that 
large groups of patients whose tonsils are 
present are no worse than those whose 
tonsils are out; (d) that patients whose 
teeth or tonsils are removed often con- 
tinue to suffer from the original disease 
for which they were removed; (e) that 
beneficial effects can seldom be ascribed 
to surgical procedures alone; (f) that the 
beneficial effects which occasionally occur 
after operation are often outweighed by 
harmful effects or no effect at all, and 
(g) that many suggestive foci of infection 
heal after recovery from systemic disease 
or when the general health is improved 
with hygienic or dietary measures.” 

With the publication of this issue of the 
Journal of the American Dental Associa- 
tion, on the basis of a three-year study of 
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the theory of dental focal infection by 
members of the Schools of Dentistry and 
Medicine, at the University of Michigan, 
the pendulum of credulity and reliance on 
the theory of oral sepsis as a focal source 
of systemic or organic infection had com- 
pleted its full are—an arc that was set into 
rapid motion in the opposite direction by 
the classic comments of Hunter* in 1911 
and Billings* in 1918. 

No dentist and no doctor, I am sure, re- 
grets the passing of the era of the so-called 
focal infection delirium, when teeth were 
removed in wholesale lots and entire com- 
munities were arbitrarily deprived of any 
tonsillar tissue_outside the pathologists’ 
specimen bottles. Perhaps the failure of 
such extreme practices inevitably paved 
the way to the opposite extreme, at which, 
in dentistry, the banner raised was in- 
scribed “Save the tooth!” and caution as 
to the general health of the patient was 
tossed to the proverbial winds. 

Today there are many factors that tend 
to negate the necessity for the detection 
and eradication of dental foci of infection. 
Among them are (1) the frequent failure 
of dental extraction to cure diseases of 
other organic systems; (2) the develop- 
ment and widespread use of antibiotics, 
which actually affect the original focus of 
infection; (3) the advent of use of the 
adrenal cortical steroids, which lessen the 
effect of dental foci on regional inflamma- 
tion, and (4) the improvement in dental 
technics and procedures, particularly in 
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the fields of endodontics and periodontics, 
which eliminate many potential sources of 
focal dental infection. 

Regardless of all these factors, denial 
of the possibility and the not infrequent 
actuality of focal dental infection asso- 
ciated with a disease of a noncontiguous 
organ or system is denial not only of a 
huge amount of pertinent laboratory evi- 
dence but of a mass of clinical evidence 
that has been observed by almost every 
experienced practitioner of either medi- 
cine- or dentistry, particularly dentists 
who specialize in surgery of the mouth 
and jaws. 

Except for that field of medicine which 
is concerned with rheumatic heart disease 
and its sequelae, the endocardial infec- 
tions, the fields of otolaryngology and 
ophthalmology are the most fertile in the 
study of the role of dental foci of infection 
in the causation of disease. 

It is not my purpose to discuss the 
rationale of the theory of focal infection 
(i.e., the mechanism of its action), the 
possibility of bacterial spread in blood and 
lymph, the presence of bacterial toxins, 
the sensitization phenomena’ or the pos- 
sible relevance of the “alarm reaction.” 
These factors can best be dealt with in a 
laboratory under rigid scientific controls. 
Rather, I wish to express an opinion, based 
on observation, that I know is shared by 
many other oral surgeons: that many pa- 
tients with uveal and other ocular diseases 
that will not respond to any other form 
of therapy do show improvement—often 
dramatic—after nothing more _ radical 
than simple extirpation of a diseased tooth 
or other source of oral sepsis. 

If one accepts this thesis, however, one 
must also accept its limitations, real and 
potential. The major ones are as follows: 

1. In most cases, uveal or other ocular 
diseases are not related to dental foci of 
infection. 

2. On the other hand, in most persons 
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with dental foci of infection (as differen- 
tiated from focal infection), uveal disease 
does not develop. 

3. The ocular disease may be related to 
two or even to several foci, and elimina- 
tion of only one may be insufficient. 

4. Given sufficient time, the secondary 
disease process may have established its 
independent existence and-may not re- 
spond even to complete elimination of the 
original focus, 

5. The diagnosis of a related dental fo- 
cus of infection may be extremely difficult. 
No test is available that will definitely 
identify such a focus. 

6. It may be exceedingly difficult to re- 
move all potential and actual oral foci of 
infection, as has been noted with the 
rather common gingival or periodontal 
inflammatory disease. 

Thus it becomes obvious that the situa- 
tion is rather complex. When a patient 
with ocular disease resistant to other 
forms of therapy is referred to the dentist 
for the diagnosis and elimination of a pos- 
sible related focus of infection, the dentist 
is often confronted with an extremely dif- 
ficult task. How is he to determine (1) 
what are the actual or potential foci of 
infection in the patient’s mouth? and (2) 
are these foci related to the ocular disease? 

To begin with, there is no accurate test 
for a focus of infection. Electrical or 
electronic tests may, with considerable 
accuracy, determine the presence or lack 
of vitality of a tooth. Yet all are agreed 
that not all nonvital teeth present any 
evidence of infection. Laboratory tests 
have amply demonstrated that cultures 
of apical material from nonvital teeth 
often produces no evidence of bacterial 
contamination. Burket,*® in a study of hu- 
man necropsy material, observed that of 
419 periapical areas of radiolucency ana- 
lyzed only 206, or 49 per cent, contained 
organisms. Morse and Yates,® in 1941, 
noted that 22 per cent of a group of non- 
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vital teeth with roentgen evidence of peri- 
apical osseous destruction yielded nega- 
tive cultures. Other studies by Sommer 
and Crowley in 1940,7 Hayes in 1943,° and 
Ostrander et al in 1947° and 19481 showed 
that 11 to 58 per cent of nonvital teeth 
will yield negative bacteriologic cultures, 
depending on their roentgenographic clas- 
sification. Thus it is apparent that even 
roentgen evidence of periapical pathologic 
change is not always indicative of bacte- 
rial infection. 

Turning for a moment to the vitality 
situation, one sees that even a vital tooth 
may be a source of bacterial infection, par- 
ticularly when it causes pain. Studies by 
Hayes in 19488 and Ostrander and Crow- 
ley in 1948!° demonstrated that 50 to 55 
per cent of the root canals of vital teeth 
yield positive cultures in patients who 
have pain prior to extirpation of the pulp. 


To complicate the dentists’ problem 
further, there are problems of the perio- 
dontal structures. Gingival inflammation 
with accompanying deep periodontal pock- 
ets is very common. Studies have amply 
confirmed that these pockets harbor a va- 
riety of potentially pathogenic organisms. 
These organisms (or their toxins or anti- 
bodies) can readily pass into the blood 
stream. Murray and Moosnich"™ in 1941 
produced transient bacteremias in 55 per 
cent of patients with varying degrees of 
periodontal disease and caries merely by 
having these patients chew on paraffin 
cubes for half an hour. Okell and Elliot?” 
observed 34 per cent transient bacteremia 
in 34 per cent of patients whose teeth were 
extracted in the absence of obvious perio- 
dontal disease, while 75 per cent of extrac- 
tions in periodontally diseased mouths 
produced bacteremias. Others have dem- 
onstrated this transient bacteremia mere- 
ly by massage of inflamed gums.'% 


The difficulty of the diagnostic problem 
becomes even more obvious when one con- 
siders, as one must, other possible oral 
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foci of infection in the mouth of the pa- 
tient. These would include pericoronal 
infections, residual infections, partially or 
totally impacted teeth, cysts, salivary cal- 
culi, and the multitudes of conditions 
lumped under the classification “stoma- 
titis.” 

Clinically speaking, on this maze of un- 
certainties only the well-trained dentist 
can hope to shed the enlightenment that 
may result in the eradication of dental in- 
fective foci. I wish to stress this point, for 
all too frequently the dentist is directed by 
the patient’s physician to perform certain 
dental procedures despite the physician’s 
lack of understanding of the problem from 
a dental viewpoint. 

With the innumerable difficulties the 
dentist faces, is there a logical and orderly 
procedure he can follow? The one I sug- 
gest is as follows: 

1. Every patient with ocular disease, 
regardless of the possibility of a dental 
focus of infection should have a complete 
dental examination. 

2. If this examination reveals dental 
disease, with foci of infection, these should 
be eliminated~for the general well-being 
of the patient. 

8. After extensive otolaryngologic ex- 
amination and treatment, a patient whose 
ocular disease does not respond to other 
forms of therapy should be referred to an 
oral surgeon for dental examination and 
consultation. 

4. It should be the responsibility of the 
dentist, in collaboration with the referring 
ophthalmologist, to determine as far as 
possible what are the real or potential oral 
foci of infection. 

5. Teeth or other oral structures should 
not be ruthlessly sacrificed. In considera- 
tion of the importance of eyesight, how- 
ever, the dentist should be prepared to 
execute more than usually radical judg- 
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ment in the elimination of possible foci of 
infection. 

The author also suggests (1) that all 
teeth showing periapical disease other 
than cementoma should be extracted or 
subjected to root canal therapy as indi- 
cated in the individual case; (2) that all 
retained roots and areas of residual infec- 
tion should be excised; (3) that all dental 
caries should be excavated and the cavities 
filled if possible, or the affected teeth ex- 
tracted if necessary; (4) that periodontal 
care should be a paramount consideration ; 
(5) that partially impacted teeth should 
be removed; (6) that completely impacted 
teeth should be removed if it is possible to 
do so without extensive mutilation of the 
oral structure, and (7) that all other 
pathologic lesions, such as cysts and neo- 
plasms, should be removed or otherwise 
treated. 

It should be noted that such care as has 
just been described is actually that which 
all patients should receive, regardless of 
the possibility of focal infection. An in- 
creased degree of thoroughness and an 
increased extent of sacrifice of dental 
structures, however, may be called for 
when the possibility of dental focal infec- 
tion must be eliminated. The degree and 
extent of infection that indicate this must 
vary with the individual patient and the 
circumstances, and must depend on inte- 
grated consultation between ophthalmolo- 
gist and dentist. 


SCHLUSSFOLGERUNGEN 


1. Jeder Augenkranke sollte einer um- 
fassenden zahnarztlichen Untersuchung 
unterzogen werden, gleichgiiltig ob An- 
zeichen eines infektidsen Herdes am Zahn 
bestehen oder nicht. 

2. Ergibt die Untersuchung eine 
Zahnerkrankung mit Infektionsherden, so 
miissen diese im Interesse des Allgemein- 
zustandes des Kranken entfernt werden. 
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8. Kranke, deren Augenleiden nach 
umfangreicher otolaryngologischer Unter- 
suchung und Behandlung auf andere For- 
men der Therapie nicht anspricht, sollten 
einem Mundchirurgen zur Untersuchung 
der Zihne und zur Konsultation iiber- 
wiesen werden. 

4. Es sollte die Aufgabe des Zahnarztes 
sein, in Zusammenarbeit mit dem iiber- 
weisenden Augenarzt die tatsachlichen 
oder méglichen Infektionsherde soweit wie 
méglich zu bestimmen. 

5. Wenn auch die Zahne oder andere 
Teile der Mundhohle nicht riicksichtslos 
geopfert werden diirfen, so sollte doch der 
Zahnarzt geneigt sein, angesichts der 
Wichtigkeit der Sehkraft die Indikation 
zur Entfernung méglicher Infektionsherde 
radikaler als sonst iiblich zu stellen. 

Der Verfasser schligt ferner vor, (1) 
alle Zaihne, die periapikale Erkrankungen 
(mit Ausnahme der Zementgeschwulst) 
aufweisen, zu extrahieren oder je nach 
Lage des Falles einer Wurzelkanalbehand- 
lung zu unterziehen, und (2) alle zuriick- 
gebliebenen Wurzeln und Gebiete mit rest- 
lichen Infektionsherden zu resezieren. 


CONCLUSIONS 


1. Tout malade atteint d’une affection 
oculaire devrait subir un examen dentaire 
complet. 

2. L’élimination des foyers d’infection 
dentaire s’impose. 

8. Aprés examen et traitement oto- 
laryngologiques, tout patient dont le status 
oculaire n’est pas amélioré par d’autres 
formes de traitement, devrait étre adressé 
a un dentiste. 

4. C’est au dentiste, en collaboration 
avec l’ophtalmologue, qu’incombe la dé- 
termination—autant que faire se peut des 
foyers d’infection. 

5. En aucun cas les dents, (ou toute 
autre structure de la cavité buccale) ne 
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devraient étre sacrifiées 4 la légére. Mais 
étant ,donné l’importance primordiale de 
la vision, le dentiste devrait pouvoir aller 
au-dela d’un examen de routine afin 
d’éliminer tous les foyers possibles d’in- 
fection. 

L’auteur suggére: 1) que toutes les 
dents présentant une affection péri-apicale 
autre qu’un cémentome, soient extraites 
ou soumises 4 un traitement de racines; 
2) que toutes les racines et les foyers d’in- 
fection résiduels soient excisés. 


CONCLUSIONI 


1. Ogni malato con affezioni oculari 
deve essere esaminato dal punto di vista 
dentario, indipendentemente dalla possi- 
bilita di focus dentari o infezioni. 

2. Se questo esame dimostrera la pre- 
senza di foci o infezioni, queste devono es- 
sere eliminate per il benessere del paziente. 

3. Dopo un completo esame otoiatrico, i 
malati le cui effezioni oculari non rispon- 
dono alla terapia devono essere affidati ad 
un chirurgo della bocca per un esame dei 
denti., 

4. Il dentista deve avere la responsa- 
bilita, assieme all’oculista, di stabilire il 
pid accuratamente possibile quali siano i 
reali o possibili foci di infezione. 

5. Denti o altre strutture della bocca 
non devono essere sacrificati alla leggera. 
In considerazione dell’importanza della 
vista, tuttavia, il dentista deve essere pre- 
parato a formulare un giudizio pil radi- 
cale che d’abitudine enlla eliminazione di 
possibili foci infettivi. 

L’autore suggerisce anche 1) che tutti 
i denti con lesioni periapicali devono es- 
sere estratti o sottoposti alla cura del 
canale secondo i casi; 2) che tutte le radici 
residue e le zone d’infezione residua de- 
vono essere “asportate. 


CONCLUSOES 


1. Todos os pacientes com moléstia ocu- 
lar, independentemente da _possibilidade 
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de um foco de infeccéo dental devem 
sofrer um exame dental completo. 

2. Se ésse exame revelar moléstia den- 
tal, com focos de infeccéo, éles devem ser 
eliminados para bem estar geral do pa- 
ciente. 

3. Depois de extenso exame e trata- 
mento otolaringolégico, um paciente, cuja 
moléstia ocular nao responder a outras 
formas de terapia, deve ser enviado a um 
cirurgiao oral para consulta e exame 
dental. 

4. Deve ser responsabilidade do den- 
tista, em colaboracéo com o oftalmologista, 
determinar até onde possivel quais os focos 
reais ou potenciais de infeccao, 

Os dentes ou outras estruturas orais 
nao devem ser sacrificados sem maiores 
exames. Em consideracéo 4 importancia 
da viséo, entretanto, o dentista deve estar 
preparado para executar mais do que uma 
simples eliminacéo de possiveis focos de 
infeccao. 

O autor também sugere (1) que todos 
os dentes que apresentem moléstia periapi- 
cal que nao a cementoma devem ser ex- 
traidos ou sujeitos 4 terapia do canal da 
raiz conforme-for indicado em cada caso 
individual, e (2) que tddas as raizes e 
areas de infeccao residual devem ser ex- 
cisadas. 
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Lavoisier . . . was a wealthy man, and his property was coveted by the revolu- 
tionary triumvirate. He was arrested, charged with the ridiculous accusation of 
having adulterated tobacco with water and various harmful ingredients which in- 
jured the health of the citizens, tried before the Revolutionary Tribunal, and sen- 
tenced to death. A courageous citizen, M. Hallé, pleaded for his life before the 
Tribunal, detailing his services to his country and his achievements in science, but 
the Tribunal answered that “the Republic has no need of scientists (la République 
n’a pas besoin de savants),” and on the following day Lavoisier perished on the 


scaffold. 


Thus perished Lavoisier, the man who showed that combustion is a union of 
oxygen with the substance burned, and that the processes of life are such com- 
bustions or oxidations. The night of his execution, his friend Lagrange whispered 
to a comrade: “It took but an instant to cut off his head; a hundred years will 
not suffice to produce one like it.” His love and interest for science were shown 
in his last request, when he asked that his execution be postponed a few days so 
that he might see the results of some experiments he had planned, which were be- 
ing carried on during his confinement. But this slight satisfaction was denied him. 
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N the surgical treatment of otosclero- 
| sis certain unusual technical problems 

have been encountered in relation to 
anatomic peculiarities of the structures 
involved. Although these operations are 
confined to a tiny and highly specialized 
area of the human body, the problems en- 
countered and their solutions may have a 
much wider application to other fields of 
surgery. 

Otosclerosis is the most common cause 
of handicapping progressive deafness in 
the most productive years of adult life. 
The otosclerotic lesion consists of a tiny 
focus of spongy new bone at the oval win- 
dow of the labyrinth. As this area of new 
bone becomes enlarged, it slowly invades 
the oval window and the stapes footplate, 
gradually fixing the latter until a solid 
bony ankylosis effectively blocks the pas- 
sage of air-borne sound to the cochlea and 
the auditory nerve. 

The mechanical obstruction to sound 
conduction imposed by the otosclerotic 
process lends itself to mechanical surgical 
correction. In the early stages of otoscle- 
rosis it is possible to break the first 
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Technical Problems in the Surgical 
Treatment of Otosclerosis 


GEORGE E. SHAMBAUGH JR., M.D., F.L.CS. 
CHICAGO, ILLINOIS 


trabeculae of new bone by direct manipu- 
lation of the stapes, thus restoring good 
hearing at least temporarily. This is the 
recently publicized but still experimental 
stapes mobilization operation. Later, as 
the otosclerotic bone advances and re- 
places the oval window and the stapes 
footplate with a solid mass of new bone, 
mobilization of the stapes is no longer pos- 
sible, and to restore hearing a new window 
(fenestra) must be made in the bony cap- 
sule of the labyrinth.? 

An early and pressing problem in the 
surgical therapy of otosclerosis was pre- 
vention of wound infection. Since the 
perilymph within the labyrinth is directly 
continuous with the cerebrospinal fluid, 
infection easily results in meningitis, Both 
fenestration and stapes mobilization were 
first attempted more than fifty years ago, 
and each was abandoned for the same rea- 
son——frequent infection and, in several 
cases, fatal meningitis. It is significant 
that the problem of preventing wound in- 
fection was solved effectively before the 
advent of sulfonamides and antibiotics. It 
was solved by applying to these operations 
the scrupulous aseptic technic of the neu- 
rosurgeon, both in operating and in apply- 
ing the postoperative dressings. With this 
flawless sterile technic, fenestration has 
become one of the safest of surgical pro- 
cedures. Not a single fatality, and not a 
single serious complication due to wound 
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infection has occurred in more than 4,000 
of these operations at the Chicago Wesley 
Memorial Hospital of Northwestern Uni- 
versity during sixteen years. It should not 
be necessary to reemphasize the fact that 
antibiotics are no substitute for a careful 
aseptic technic. 

The minute size and unusual delicacy of 
the structures encountered in operating 
for otosclerosis have necessitated the de- 
velopment of adequate magnification. 
Thus, the stapes is the smallest bone of 
the skeleton, measuring less than 14 inch 
(6 cm.) in its largest dimension. The 
completed fenestra measures no more 
than 1 mm. wide by 3 or 4 mm. long, and 
within it the exposed endolymphatic laby- 
rinth, resembling a spider’s web in thick- 
ness, is scarcely visible to the naked eye. 
Although we at Northwestern University 
may have been the first to employ the 
operating microscope for mobilization of 
the stapes and one-stage fenestration,? we 
cannot claim priority, since Holmgren‘ 
used the microscope for the surgical treat- 
ment of otosclerosis nearly thirty years 
earlier, and of course magnification with 
the loupe has long been used by the oph- 
thalmic surgeon, as has the colposcope by 
the gynecologist. There is now available 
a new Zeiss operating microscope with a 
built-in light source, variable magnifica- 
tion from 6 to 40 times and a very great 
working distance, ideally suited for the 
surgeon who operates for otosclerosis, and 
possibly for those in other fields of sur- 
gery when precise manipulation of small 
structures is required, 

A major and, for some time, an insur- 
mountable obstacle to successful fenestra- 
tion was the tendency toward ostogenic 
closure of the new window as healing pro- 
ceeded. Many methods were tried to keep 
the window open, including the insertion 
of plastic or metal obturators or the im- 
plantation of fat, fascia or cartilage; but 
almost invariably, in the early days, osteo- 
genesis would close the fenestra and rob 
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the patient of his restored hearing. The 
final solution to this problem was reached 
when extensive laboratory studies on the 
experimental animal began to clarify six 
factors that influence new bone formation 
at the fenestra.* These are as follows: 

1. It has long been known that bone 
fragments are powerful stimulants to 
osteogenesis. My associates and I have ob- 
served that even fine particles of bone dust 
have this property, probably chemical. 
The need was to create a fenestra immacu- 
lately clean and free of any microscopic 
particles of bone dust. The solution was 
found in a simple irrigating device to 
maintain a continuous flow of sterile 
Ringer’s solution during creation of the 
fenestra with the fine dental burr. This 
simple addition had a greater influence on 
our percentage of postoperative closures 
than did any other improvement in 
technic. 

2. The labyrinthine capsule has a unique 
bony structure comprising three distinct 
layers: an outer layer of periosteal bone 
possessing all the properties of periosteal 
bone elsewhere, including prompt osteo- 
genic response to trauma; a middle layer 
of primitive endochondral bone with ex- 
tremely poor and sluggish osteogenic re- 
sponse to trauma, and a very thin inner 
endosteal layer. By wide removal of the 
periosteal layer (far beyond the margins 
of the completed fenestra) one may take 
full advantage of the poor osteogenic re- 
sponse of the endochondral bone. This 
bone is easily identified through the oper- 
ating microscope. 

3. Skin applied closely to bone inhibits 
osteogenesis. The first successful fenes- 
tration operations with permanent im- 
provement in hearing were performed by 
Sourdille in France about thirty years ago. 
when he began to cover the fenestra with 
a thin plastic skin flap. The Sourdille 
plastic flap is still used today. 

4. Experimental studies clearly demon- 
strate that the endosteal membrane that 
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lines the labyrinth acts as a limiting mem- 
brane to new bone formation.. Strip or 
injure the endosteum, and fibrous tissue, 
followed by new bone, springs up from the 
denuded wall of the labyrinth. By pre- 
serving the intact endosteum up to the 
sharp edge of the fenestra, where it will 
unite with the periosteum of the skin flap, 
healing of the cut bone surface “by first 
intention” is secured, with a minimum of 
callus formation. At this point it should 
be mentioned that endosteum and perios- 
teum are not themselves osteogenic; 
rather, they act as limiting membranes 
against the osteogenically active outer 
cambium layer of bone. 

5. A smooth polished bone surface ap- 
pears to be osteogenically less active than 
an uneven surface. 

6. Young fibrous tissue adjacent to bone 
is one of the strongest promoters of new 
bone formation. Thus anything inducing 
fibrosis, such as a blood clot, a low grade 
infection or an injury to the endosteal 
membrane, must be avoided. 

The application of these six factors to 
fenestration has reduced failure due to 
closure to a comparative rarity. In a re- 
cent analysis of 2,000 fenestrations at 
Northwestern University during seven 
years there were 17 probable closures, an 
incidence of slightly under 1 per cent.’ 

There remains, however, a difficult, baf- 
fling and as yet unsolved problem of fenes- 
tration; postoperative serous (sterile) 
labyrinthitis. This inflammatory reaction 
of the labyrinthine contents varies in se- 
verity from mild, fleeting postoperative 
vertigo and nystagmus to severe depres- 
sion in cochlear function. It may result 
in fibrosis within the labyrinth, impeding 
the passage of sound, or in irreversible 
damage to-the sensory hair cells in the 
cochlea.® 

Histologic studies of fixed stained prep- 
arations from experimental animals re- 
cently fenestrated suggest that, in some 
cases, hemorrhage into the fenestra con- 
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tributes to the inflammatory reaction; in 
others, inflammation of the plastic skin 
flap covering the fenestra, with exudation 
into the labyrinth, is a factor. The utmost 
care to obtain perfect hemostasis and the 
use of elastic sponge packing against the 
flap to reduce edema and inflammatory 
reaction have somewhat reduced, but have 
not eliminated, the failures due to serous 
labyrinthitis, which today still account for 
about 5 per cent of failures in fenestration. 

Since the study of orthodox histologic 
preparations of fixed tissues has failed to 
solve this problem, my associates and I 
have turned to the tissue culture labora- 
tory for study of living cells from the 
labyrinth in vitro. 

Cultures were grown from the organ of 
Corti and from the middle ear mucosa of 
the cat. In one set of experiments the 
actively growing living cochlear epithe- 
lium was placed in the perfusion chamber 
developed in Dr. Pomerat’s laboratory, 
and the effect on the living cells of solu- 
tions of various electrolyte content was 
observed by means of time-lapse cinema- 
tographic procedure with phase contrast 
lighting. In another set of experiments 
epithelium from the middle ear was used 
for similar studies. The effect on the cells 
of perfusion with physiologic solution of 
sodium chloride, Ringer’s solution and the 
balanced salt solution of Gey was ob- 
served and recorded. The preliminary re- 
sults appear highly significant, not only 
for operations within the labyrinth but for 
many procedures in other fields: 

1. So-called “normal physiologic solu- 
tion of sodium chloride is anything but 
physiologic for living cells in vitro, pro- 
ducing, after an hour’s perfusion, severe 
and irreversible cellular damage, with 
death of the majority of cells. 

2. Definitely less lethal but still some- 
what damaging, with death of scattered 
cells, is perfusion with Ringer’s solution 
for one hour. 

8. Less damaging, with recovery of 
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practically all cells, is perfusion with the 
balanced salt solution of Gey. 


The lesson to be drawn from these pre- 
liminary studies seems clear; irrigation 
of living tissues with normal] saline physi- 
ologic solution of sodium chloride for as 
long as one hour inflicts at least superfi- 
cial cell damage. In surgical procedures 
involving cavities lined by a delicate endo- 
thelium or epithelium, such as the laby- 
rinth, the middle ear, and the pleural or 
peritoneal cavity, this solution may cause 
denudation of large areas, permitting 
fibroplastic proliferation and subsequent 
adhesions. Ringer’s solution is much to be 
preferred for prolonged contact with liv- 
ing tissue, but best of all is a balanced salt 
solution, such as Gey’s, which has been 
found amicable to living cells in tissue cul- 
ture work. 

Further exploration of the effect of 
these and other electrolytic solutions on 
living cells in vitro and in vivo are indi- 
cated. Meantime, I am hoping to interest 
pharmaceutical manufacturers in making 
available to the surgeon, at a reasonable 
cost, sterile solutions more truly physio- 
logic to living tissue than either “normal 
saline” or Ringer’s solution. 


SUMMARY 


Preliminary studies of surgical technical 
problems in the treatment of otosclerosis 
are presented. The author emphasizes 
the fact that the use of antibiotics, how- 
ever advantageous, cannot serve as a sub- 
stitute for a careful aseptic technic. Good 
magnification is also necessary, owing to 
the smallness of the structures within the 
ear. 


The means of preventing osteogenic 
closure after a successful fenestration are 
discussed, as is a problem not yet wholly 
solved: the prevention of postoperative 
serous (sterile) labyrinthitis. The author 
does not recommend perfusion with physi- 
ologic solution of sodium chloride, which, 
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in an experiment with living cells in vitro, 
caused death of the majority of cells with- 
in an hour. Ringer’s solution is preferable 
for prolonged contact with human tissue, 
but still better is a balanced salt solution, 
such as Gey’s. Further studies of the ef- 
fects of various electrolytic solutions are 
indicated. 


RIASSUNTO 


Vengono descritti gli studi preliminari 
nella cura chirurgica dell’otosclerosi. L’au- 
tore sottolinea il fatto che l’impiego degli 
antibiotici, benché vantaggioso, non pud 
sostituire una tecnica accurata nell’asepsi. 
FE’ anche necessario un buon ingrandi- 
mento, in considerazione della piccolezza 
delle strutture dell’orecchio. Vengono dis- 
cussi i metodi necessari per impedire la 
chiusura osteogenica dopo una fenestra- 
zione corretta; questo problema non é 
ancora stato risolto appieno, come pure 
quello della prevenzione della labirintite 
sierosa (sterile) postoperatoria. L’autore 
é contrario all’uso delle perfusioni con so- 
luzione clorurata fisiologica, che pud 
causare, come egli stesso ha dimostrato in 
vitro, la morte della maggior parte delle 
cellule nel giro di un’ora. E’ preferibile la 
soluzione di Ringer, e ancor meglio una 
soluzione salina bilanciata come quella di 
Gey. 


RESUME 


L’auteur présente une tude préliminaire 
des problémes techniques du traitement 
chirurgical de l’otosclérose. I] souligne le 
fait que les antibiotiques ne peuvent en 


‘aucun cas se substituer 4 un traitement 


chirurgical aseptique prudent. De plus, 
un fort grossissement est nécessaire, du 
fait de la finesse des structures de I’oreille 
interne. 

L’auteur discute également des moyens 
de prévenir une fermeture ostéogénique 
aprés une fénestration couronnée de succés ; 
la prévention d’une labyrinthite post-op- 
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ératoire séreuse (stérile) est un probléme 
non encore entiérement résolu. I] décon- 
seille la perfusion au moyen d’une solu- 
tion de chlorure de sodium qui, lors d’ex- 
périences sur des cellules vivantes in 
vitro, a détruit la majorité des cellules 
dans l’espace d’une heure. La solution 
de Ringer est préférable pour un contact 
prolongé avec du tissu humain, mais une 
solution saline, équilibrée, telle que la 
solution de Gey, est encore supérieure.— 
L’auteur indique aussi des effets de différ- 
entes solutions électrolytiques. 


SUMARIO 


Estudos preliminares dos problemas 
técnicos cirirgicos no tratamento da otoe- 
sclerose sAo apresentados. O autor chama 
a atencao para o fato de que o uso de anti- 
biédticos, por mais vantajoso que seja, no 
pode servir de substituto a uma técnica 
asséptica cuidadosa. A ampliacao é 
também necassaria, devido ao pequeno 
tamanho das estruturas de dentro da 
orelha. 

Os meios para se prevenir o fechamento 
osteogénico apés uma fenestracéo bem 
sucedida sao discutidos, uma vez que con- 
stitui problema ainda nao totalmente re- 
solvido: a prevengao de labirintite serosa 
(estéril) pdés-operatoria. O autor nao 
recomenda a perfusio com solucéo de 
cloreto de sédio, que, em uma experiéncia 
com células vivas in vitro, causou a morte 
da maioria das células no espaco de uma 
hora. A solucaéo de Ringer é preferivel no 
contato prolongado com o tecido humano, 
mas ainda melhor é uma solucao balan- 
ceada de sal, tal como a de Gey. Estudos 
posteriores dos efeitos das varias solugdes 
eletroliticas indicados. 


SCHLUSSFOLGERUNGEN 


Es liegt ein vorlaufiger Bericht iiber die 
Untersuchung bei der Behandlung der 
Otosklerose auftretender technischer chi- 
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rurgischer Probleme vor. Der Verfasser 
betont, dass die Antibiotika, so niitzlich 
wie sie sind, nicht als Ersatz fiir eine sorg- 
faltige aseptische Technik dienen kénnen. 

Notwendig ist ferner eine gute Ver- 
grésserung der dusserst kleinen Gebilde 
innerhalb des Ohres. 

Es folgt eine Erérterung der Mittel und 
Wege, einen knéchernen Verschluss im 
Anschluss an eine erfolgreiche Fenste- 
rungsoperation zu verhiiten, sowie eines 
noch nicht vdéllig gelésten Problems, der 
Vorbeugung des Auftretens einer (ster- 
ilen) serésen postoperativen Labyrinthitis. 
Der Verfasser empfiehlt nicht die Durch- 
spiilung mit physiologischer Kochsalzlé- 
sung, die in Versuchen mit lebenden Zellen 
in vitro innerhalb einer Stunde den Tod 
der Mehrzahl der Zellen hervorrief. Die 
Ringersche Lésung ist fiir einen zeitlich 
ausgedehnten Kontakt mit menschlichem 
Gewebe vorzuziehen; noch besser eignet 
sich aber eine balancierte Salzlésung wie 
die von Gey. Weitere Untersuchungen der 
Wirkungen verschiedener Elektrolytlé- 
sungen sind erforderlich. 
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be discussed here has long been 

relegated to a sort of no-man’s- 
land in current diagnostic and therapeutic 
regimes. There are several reasons for 
this, of which these are three: (1) failure 
to recognize important clinical evidence of 
the presence of malignant change until it 
is far advanced; (2) hesitation to carry 
out adequate therapy because of the ill- 
founded fear of mutilation, and (3) lack 
of a systematic approach to evaluation and 
treatment. 

I would like to present a somewhat lim- 
ited review of the salient features of diag- 
nosis and treatment of these neoplasms. 

Diagnosis. — A. Symptoms: Although 
no stereotyping of the pattern or order of 
appearance of the symptoms is possible, 
they do fall into two rather definite 
groups, early and late. 

The early symptoms are as follows: 

1. Hypesthesia over one or more 
branches of the trigeminal nerve. 
The patient may complain that his 
face feels “dead.” 

2. Aberrant, trigger-like pain in the 
same areas. 

3. “Fullness” in the cheek or eye. 

4. Progressive nasal obstruction, 
usually unilateral. 

5. “Toothache” in the upper jaw. 

Later the following symptoms may ap- 
pear: 

1. Generalized hemifacial or hemi- 
cranial pain. 

2. Unilateral epistaxis. 
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3. External deformity. 

4. Dysfunction of the Granial nerve: 
(a) corneal anesthesia; (b) extra- 
ocular muscle paresis or paral- 
ysis; (c) diminished visual fields 
or visual acuity, 

It must be realized that constant vigi- 
lance and constant suspicion of such symp- 
toms, particularly when progressive, will 
discipline the practitioner’s thinking so 
that he may more readily recognize the 
earlier symptoms. 

B. Examination: The details of a rou- 
tine examination are too well known to 
require elaboration, but I should like to 
point out several details that one might 
overlook in the course of a busy day. Fre- 
quently, a nasopharyngoscopic examina- 
tion will clearly demonstrate a nasal lesion 
one might otherwise overlook. Recent 
work has demonstrated the value of cyto- 
logic study of sinus washings in detecting 
nonvisible lesions. The importance of a 
biopsy cannot be stressed too greatly. 
Less frequently, the creation of an explora- 
tory antrum window or a Caldwell-Luc 
procedure will demonstrate a lesion that 
cannot be detected in any other manner. 

C. Roentgen Study: In most cases, rou- 
tine sinus projections are sufficient to 
demonstrate sinus “clouding” or masses, 
as well as bony erosion. If these do not 
give sufficient information, the use of con- 
trast media, as well as laminographic 
studies, may be in order. I have found it 
imperative to take basilar views of the 
skull as well as thoracic roentgenograms 
in all cases before carrying out definitive 
therapy. 

In summary, all the aforementioned 
factors must be taken into consideration 


# 
| 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


in the evaluation of any of the aforemen- 
tioned complaints. One cannot: emphasize 
too strongly the need for a comprehensive 
approach, rather than reliance on isolated 
or seemingly unrelated symptoms or signs. 
The prognosis is often in direct propor- 
tion to the intensity of the investigation 
and the keenness of the investigator’s 
suspicion. 

D. Histopathologic Study: While it is 
true that many lesions of this type do not 
present easily accessible tissue for biopsy, 
this is no excuse for failure to obtain one 
when the presence of such a lesion is sus- 
pected. Often the biopsy is a simple office 
procedure, but one should be prepared to 
handle the rather brisk hemorrhage that 
may ensue. One must avoid the pitfall of 
a “negative” biopsy in a patient who has 
a clinically demonstrable neoplasm. Either 
such a biopsy is inadequate, and should be 
repeated, or tissue with inflammation 
secondary to the neoplasm is obtained. 
Not infrequently I have prepared a patient 
for an operation entirely adequate on the 
basis of clinical observations and per- 
formed an exploratory procedure with 
frozen section before proceeding with the 
more extensive operation. 

Generally speaking, approximately 80 
per cent of these lesions are epithelial in 
origin. The squamous or epidermoid types 
are most common, the more anaplastic or 
adenocarcinomatous types being in the 
minority. Even less frequently one en- 
counters cylindroma and lesions originat- 
ing in accessory organs of the skin or 
mucous membrane. The tumors of connec- 
tive tissue origin are most frequently 
fibrosarcomas, neurofibrosarcomas, osteo- 
mas and chondromas. This rather general 
description would suffice for more than 95 
per cent of my own cases. 

Of particular interest to my associates 
and me has been a lesion we describe as 
“inverting papilloma.” This lesion has 
been overlooked all too frequently as a po- 
tentially, and occasionally truly, malignant 
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lesion. It has been described in the litera- 
ture under various terms, such as “papil- 
loma durum,” “nasal papilloma” and even 
“cylindrical-cell carcinoma.” We _ prefer 
the term “inverting papilloma,” since it 
more accurately describes the true histo- 
logic nature of the lesion. Grossly this 
tumor cannot be differentiated, in most 
cases, from an ordinary nasal polyp, and 
this characteristic has lulled the physician 
into a false sense of security with regard 
to its true nature. Microscopically, the le- 
sion first appears to be an invagination or 
“inverting” of the covering epithelium of 
otherwise polypoid tissue. This inverted 
epithelium becomes gradually more and 
more prominent until there is almost com- 
plete replacement of the louse stroma by 
masses, islands and trabeculae of epithe- 
lium. For the most part, the basement 
membrane is intact. Relatively few mi- 
toses are present, and there is relatively 
little evidence of anaplasia or loss of po- 
larity of the epithelium. Occasionally, 
however, one may see an increase in the 
number of mitotic figures and a distinct 
tendency toward anaplasia, so that one 
might label the lesion “carcinoma in situ.” 
This lesion extends by expansion and com- 
pression of surrounding structures rather 
than by direct invasion as typically ob- 
served in the presence of frank malignant 
change. My associates and I have come to 
look upon this lesion as a histologically 
benign but clinically malignant tumor. 
Therapy must be vigorous and adequate. 

Therapy.—The treatment of these le- 
sions cannot be stereotyped. Each case 
must be evaluated individually, depending 
upon the following factors: (1) the histo- 
pathologic picture; (2) the location of the . 
tumor; (3) the extent of the tumor; (4) 
the presence or absence of distant spread, 
and (5) the general physical condition of 
the patient. The last factor is important 
only as to whether or not generalized or 
systemic pathologic conditions, such as 
cardiovascular disease, pulmonary disease 
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and the like, if present, are so severe as to 
contraindicate adequate surgical interven- 
tion. An adequate rehabilitation program 
includes cosmetic rehabilitation, and a 
possible cosmetic defect, unless irrepara- 
ble, should be no deterrent to adequate 
therapy. 

A. Surgical Intervention: If the study 
and evaluation of the case indicates that 
the lesion can be totally removed sur- 
gically, this, in my opinion, offers the best 
prognosis. The operation is performed by 
the Weber-Ferguson or lateral rhinotomy 
approach. It must be emphasized that the 
lesion should be approached from the pe- 
riphery, care being taken at all times not 
to break into any tissues that may contain 
tumor. I prefer the cold knife or chisel in 
doing the block resection. This is followed 
by electrofulguration of such structures as 
the infraorbital plate, the posterior aspect 
of the cavity created and the lamina papy- 
racea, if the ethmoid labyrinth has been 
exenterated. If there is any close involve- 
ment by tumor of the infraorbital plate, I 
prepare the patient, in advance of the 
operation, for exenteration of the orbit as 
well. It is my conviction that if the infra- 
orbital plate is involved, radiologically or 
grossly, at the time of operation, preser- 
vation of the orbit and its contents will 
lead to nothing but failure. Tco often I 
have encountered repeated recurrence or 
evidence of persistence when I attempted 
to spare an eye despite involvement of the 
infraorbital plate. Generally speaking, in 
most cases in which I have operated, I pre- 
ferred not to use any form of radiation 
therapy unless there was proof of residual 
disease or the likelihood of postoperative 
recurrence. It is my opinion that the like- 
lihood of cure is increasingly greater if 
an adequate operation is performed and 
followed by either intracavitary radium or 
radon or external irradiation, or both. 

I cannot stress too strongly the impor- 
tance of carrying out what I prefer to 
term an “adequate” rather than a “rad- 
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ical” operation. After all, if one fails to 
operate adequately, the tumor itself will 
be far more radical than the surgeon can 
hope to be. 

An additional point to be kept in mind: 
If there is any question of the involvement 
of overlying skin or soft tissue, that must 
be sacrificed; again I have found that at- 
tempting to preserve such soft tissue by 
“shaving it off” has resulted in nothing 
but failure. It is my impression that al- 
most any cosmetic defect created by the 
operation can be corrected either by a 
plastic surgical procedure or by prosthetic 
appliances. Subtotal removal of the hard 
palate permits adequate postoperative in- 
spection of the cavity, and makes possible 
early visualization of recurrent or resid- 
ual tumor, as well as intracavitary irradia- 
tion. The defect thus created can easily 
be closed by means of a dental prosthesis 
with little, if any, functional defect. 

B. Irradiation: 1. External Irradiation. 
For patients who refuse surgical therapy 
I have instituted a course of radiation 
therapy, utilizing multiple ports and a 
cross-fire technic, that delivers a tumor 
dose in the vicinity of 6,000 r. In addition 
to those who refuse operation, I treat by 
irradiation those of my patients from 
whom the lesion cannot be surgically re- 
moved and those in whose cases there is 
evidence of intracranial or distant spread 
of the tumor. In addition, as I have pre- 
viously stated, I treat some patients by 
irradiation after they have undergone 
operation. 

2. Radium or Radon: If there is any 
possibility or evidence of tumor that can- 
not be resected, I invariably use a radium 
or radon bomb, working in close conjunc- 
tion with. the Radiology Department in 
estimating the dosage and creating a suit- 
able mold to deliver a cancerocidal dose 
of gamma radiation to involved areas of 
the cavity. In my experience, intracavi- 
tary radiation has been extremely valuable 
in controlling localized, residual or recur- 
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rent tumor, even when a full dose of exter- 
nal irradiation has been given to the point 
of skin tolerance. 

It can readily be seen that the problem 
of the best type of therapy is not a simple 
one. All of my patients are seen by a tu- 
mor board consisting of various members 
of the department, where al] the data on 
an individual patient is available and a 
thorough discussion of the problem is car- 
ried out. A recommendation is then made 
and therapy administered. Periodically, 
my associates and I review and occasion- 
ally revise our methods in the light of this 
experience. It is only by utilizing all the 
modalities of therapy available that we 
can hope to improve our knowledge of this 
disease and be enabled to control its many 
ramifications. 

Rehabilitation.—One of the most impor- 
tant aspects of rehabilitation is the proper 
preparation of the patient for therapy. 
One should discuss with him, in terms he 
can clearly understand, what is to be done 
and what he can expect. He must be as- 
sured that not only control of his disease 
but his eventual rehabilitation and resto- 
ration to society will be carried out vigor- 
ously. Generally speaking, I have observed 
that soft tissue defects, such as that caused 
by loss of a portion of the cheek, can best 
be closed by a plastic surgical procedure, 
whereas bony and orbital defects are best 
obliterated by prosthetic appliances. An 
excellent temporary replacement for the 
absent hard palate is a simple temporary 
dental plate to which a nylon sponge has 
been fixed by an adhesive. This closes the 
cavity and allows the patient to eat and talk 
in as nearly normal a manner as possible 
until the more elaborate permanent appli- 
ance has been constructed. In the immediate 
postoperative period close supervision and 
cleansing of the cavity are imperative, and 
the patient is instructed in the essentials 
of the hygienic measures that he can 
carry on at home. Except in the strong 
likelihood or actual presence of persistent 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


JUNE, 1956 


disease for which the patient is being 
treated, rehabilitation measures should be 
instituted as soon as possible after the 
initial therapy. Close follow-up of the pa- 
tient after therapy is extremely important, 
not only because it gives him a strong 
feeling of reassurance but also because it 
enables the surgeon to detect possible re- 
currence at an early date, when it can be 
more easily and successfully irradiated. 
There is no place in the overall scheme of 
this department for failure to carry out 
this most important part of tumor ther- 
apy. Generally speaking, the intervals be- 
tween visits after initial healing range 
from three to four weeks for the first year 
up to twice a year at the end of five years. 
The patient is at all times instructed as to 
the importance of reporting any unusual 
symptoms or signs, regardless of the date 
of his next office appointment. Frequently, 
these instructions have paid dividends. 


CONCLUSIONS 


Only by maintaining a high level of 
suspicion and pursuing even the most in- 
significant symptoms or signs have we 
otolaryngologists been able to detect tu- 
mors of the nose and the paranasal sinuses 
in the early stage. An open mind must be 
maintained at all times with regard to 
therapy, since all of the methods described 
at one time or another have a distinct role 
to play in the overall scheme of treatment. 
The author does not attempt to stress any 
particular form of therapy, since in his 
opinion each contributes to the overall 
picture. 

SCHLUSSFOLGERUNGEN 


Nur durch standige ausserste Wachsam- 
keit und durch Beobachtung auch der 
unscheinbarsten Beschwerden und Krank- 
heitszeichen gelingt dem Hals-Nasen- 
Ohrenarzt die Entdeckung von Geschwiil- 
sten der Nase und ihrer Nebenhdéhlen im 
friihen Stadium. Probleme der Behand- 
lung miissen stets unter einem weiten Ge- 
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sichtswinkel betrachtet werden, da alle 
beschriebenen therapeutischen Verfahren 
unter jeweils: gegebenen Bedingungen 
ihren bestimmten Anwendungskreis 
haben. 

Der Verfasser verzichtet auf die Her- 
vorhebung irgendeines bestimmten Be- 
handlungsverfahrens, da seiner Meinung 
nach alle Methoden im gesamten thera- 
peutischen Plan ihre eigene Rolle spielen. 


CONCLUSOES 


Sémente pela constante suspeita e aten- 
¢ao aos mais insignificantes sintomas e 
sinais, pudemos nods os otorrinolaringolo- 
gistas descobrir tumores do nariz e dos 
seios paranasais no primeiro estagio. E 
preciso se conservar sempre alerta em re- 
lacéo 4 terapia, uma vez que os métodos 
descritos aqui e ali desenpenham papel 
distinto no esquema global do tratamento. 

O autor nao procura salientar qualquer 
forma especial de terapia, uma vez que, 
em sua opiniao, cada uma contribui para 
o quadro geral. 


CONCLUSIONI 
Noi otoiatri siamo riusciti a diagnosti- 


care i tumori del naso e dei seni parana- 


RATKO: TUMORS OF THE NOSE AND SINUSES 


sali negli stadi pit’ precoci soltanto attra- 
verso l’abitudine al sospetto continuo e 
alla valutazione dei sintomi pid insignifi- 
canti. E’ necassario mantenere una grande 
larchezza di vedute in rapporto alla 
terapia, poiché tutti i metodi proposti fino 
ad ora riconoscono delle indicazioni parti- 
colari. L’autore non ne raccomanda alcuno 
in maniera particolare, dacché ognuno di 
essi, secondo lui, pud contribuire a risol- 
vere il problema terapeutico. 


CONCLUSIONS 


C’est seulement grace 4 une circonspec- 
tion constante et grace 4 la grande atten- 
tion que nous, otolaryngologistes, avons 
accordée aux symptémes et aux signes 
méme les plus insignifiants qu’il nous a été 
possible de diagnostiquer des tumeurs du 
nez et des sinus a leur début. II faut gar- 
der un esprit constamment ouvert a l’égard 
de toutes les possibilités thérapeutiques, 
car toutes les méthodes décrites jouent, a 
un moment ou a un autre, leur réle précis 
dans l’ensemble de la thérapeutique.— 
C’est pour cette raison que l’auteur ne 
tente pas de donner la préférence 4 un 
mode de traitement plutédt un autre. 


Probability is the rule of life, especially under the skin. Never make a positive 


diagnosis. 


—Osler 
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Proctologic Surgery 


Management of Anal Incontinence 


KARL ZIMMERMAN, 


M.D., F.A.C.S., F.1.C.S.* 


PITTSBURGH, PENNSYLVANIA 


NAL incontinence is inability to re- 
A strain the passage of discharges 
through the anal canal. Although 
some patients compensate well for this 
disability, many of them cannot tell where 
or when they may pass gas or soil them- 
selves. This sense of insecurity results in 
severe psychic trauma, which often makes 
the patient a social outcast. 

The treatment of anal incontinence may 
be palliative, the patient following a colos- 
tomy routine consisting of a constipating 
diet and a daily enema. This routine is not 
satisfactory, since an indiscretion in diet 
or an inflammation or irritation of the 
intestine causes soiling or uncontrolled 
passage of gas. Although surgical correc- 
tion is the only real solution to this prob- 
lem, it is too often unsuccessful. 

Anal incontinence may be congenital or 
acquired. Congenital incontinence is due 
to deformities of the hindgut and the 
proctodeum, with absence of all or part of 
the anal sphincter, or to defects in devel- 
opment of the spinal column and cord. 
Spina bifida with myelomeninogocele, with 
resulting disturbance of the nerve supply 
to the pelvis, accounts in many cases for 
incontinence. Several surgical procedures 
have been devised to correct this type of 
incontinence, which is due to the absence 
of a sufficient anal musculature or nerve 
supply. Several muscle-transplanting op- 
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erations have been tried, as well as inser- 
tion of wire, but have given far from 
satisfactory results. One of the best known 
operations is the one popularized by Stone 
and Katz! in which two loops of fascia 
lata are placed around the anal canal and 
attached to the gluteus maximus muscles. 
This operation has been helpful in some 
cases where the deformity was low, and 
the nerve supply to the glutei was not im- 
paired. Pickrell and Georgiade of Dur- 
ham, N. C.,? have described a plastic 
procedure in which the gracilis muscle is 
used as a new anal sphincter. The nerve 
supply to this muscle is from the second 
and third lumbar levels, and the source of 
most of its blood supply can be preserved. 
Their method holds some promise in cases 
of congenital incontinence and seems 
adaptable to some types of acquired incon- 
tinence, especially when there has been 
low destruction of the nerve supply or 
when most of the sphincter muscle has 
been destroyed. 

Acquired incontinence may be caused by 
infection, such as lymphogranuloma vene- 
reum or ulcerative colitis. In the case of 
lymphogranuloma, the normal tissue of the 
lower portion of the rectum and anal canal 
is replaced by scar to such an extent that 
surgical correction of the incontinence is 
impossible. The patients usually have so 
much fibrosis that a stricture results and 
colostomy is required. Incontinence in 
patients with ulcerative colitis presents a 
different problem, since incontinence is 
the result of abscesses and fistulas caused 
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by pus from the rectum and colon, trapped 
at the pectinate line. Operation on the 
anal canal of a patient with active colitis 
should be limited to the incision and 
drainage of abscesses or fistulas that have 
filled with pus. Fistulectomy and plastic 
repair of the sphincters can be attempted 
in such a patient only during a quiescent 
stage of the disease. 

Patients with fecal impaction are incon- 
tinent because of pressure from the im- 
paction and fatigue of the anal muscles. 
The treatment, of course, is removal of the 
impaction. 

In cases of procidentia, the continued 
stretching of the anal canal and muscles 
results in an elongated sphincter muscle 
that is not able to contract enough to close 
the canal. Such an elongated muscle is 
often shortened posteriorly at the same 
time the procidentia is corrected. If this 
shortening procedure is not successful 
because some of the procidentia persists 
after the operation, the insertion of a 
Thiersch wire is probably the best proce- 
dure. Insertion of the wire does not com- 
pletely restore continence, but it keeps the 
procidentia in place and helps to hold back 
the solid and some of the liquid discharge. 

Third degree tears during obstetric pro- 
cedures cause anal incontinence in many 
cases. In most of these cases the rents are 
repaired by the obstetrician or the gyne- 
cologist who repairs the sphincter muscle 
at the same time he performs perineor- 
rhaphy. 

Accidents resulting in impalement are 
not uncommon among construction work- 
ers and children. The method to be de- 
scribed may be used in this type of injury. 

Postoperative incontinence may be due 
to infection of anal wounds, which de- 
stroys some of the muscle or causes so 
much scar that the muscle cannot function 
properly. In many cases this condition is 
also caused by dividing too much of the 
muscle at the wrong place or in too many 
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places. Sometimes these incisions are nec- 
essary for complete eradication of a fis- 
tula, and incontinence is unavoidable even 
when setons are used judiciously. 

By far the most common cause of anal 
incontinence is fistulectomy with the per- 
nicious practice of continued postopera- 
tive packing of the wound. 

Although the scars observed in these 
patients with postoperative deformities 
are irregular and the tissue around them 
distorted to various degrees, a basic pat- 
tern is present in all of them. The original 
incision or incisions that caused the incon- 
tinence started in the anal canal or the 
lower part of the rectum and extended 
through the sphincters into the surround- 
ing tissue. Contraction of the sphincter 
muscles holds the wound apart, making 
the gap between the muscle ends the wid- 
est part of the wound. From this wide 
portion of the wound, the deformity be- 
comes narrower as it approaches both its 
internal and its external end. This results 
in a diamond-shaped or kite-shaped de- 
formity that is fairly symmetric, especially 


Steps in technic of operation for anal incon- 
tinence. 
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if the original incision was made at right 
angles to the sphincter. The two lateral 
points of the deformity are at the severed 
ends of the muscle. The internal point is 
near the level of the pectinate line, or just 
above it, and the external point is on the 
buttocks, the perineum or the anal coccy- 
geal raphe. The anal canal loses part or 
all of its depth in the deformed area. 
When covered by skin and scar tissue, this 
area maintains practically the same pat- 
tern as that of the original wound. 

The incisions made for repair of this de- 
formity are placed so that the resulting 
wound is similar to the original one. The 
first incision is made through the skin and 
most of the scar, from the internal apex 
of the deformity to a point just above one 
severed end of the muscle. The second in- 
cision connects the same internal point to 
the tissue above the other severed end of 
muscle. Two similar incisions connect the 
muscle ends with the external apex of the 
deformity. The skin and most of the scar 
within these incisions is dissected away. 

No attempt is made to remove the scar 
completely. A thin layer of scar is left 
purposely, as it holds the muscle fibers and 
fat in place and will allow sutures to be 
placed through it that will not tear out un- 
der tension. Various types of stitches have 
been devised to put tension on muscle with- 
out shredding the fibers or pulling out. 
Most of them cause strangulation of the 
muscle and should be avoided. If a thin 
layer of scar is left over the muscle ends 
and fat, such sutures are not necessary; 
the scar will hold both muscle fibers and 
stitches without tearing or strangling any 
tissue. 

The next stage of the operation is to 
approximate the two sides of the wound 
with several layers of interrupted No. 000 
chromic sutures. A line from the internal 
apex of the wound to the external one is 
the base line above which the rows of su- 
tures are placed. The first suture in each 
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row is placed in the membrane of the 
lower part of the rectum and the anal 
canal as the wound is brought together, 
so that it is not necessary to insert a 
speculum to suture the anal and rectal 
membranes after the scar containing the 
muscle ends has been approximated. 

The skin is also closed with No. 000 in- 
terrupted chromic catgut, and two or three 
steel wire retention sutures are inserted 
deeply. A finger is placed in the anal canal 
when the steel sutures are inserted to 
make sure that neither the rectum nor the 
anal canal is not perforated. Large cutting 
skin needles with a semicircular cutting 
edge are used for this procedure. The wire 
sutures are tied over a roll of gauze about 
1.5 cm. in diameter. No other dressing is 
applied. 

Preoperatively these patients are pre- 
pared in the same manner as for a resec- 
tion of the colon with anastomosis. Post- 
operatively, nothing is given by mouth and 
intravenous fluids are used for three days; 
clear liquids taken by mouth are allowed 
for three days, and then the diet is gradu- 
ally increased. On the seventh day an 
enema of 1 pint of plain water is given. 
This is repeated daily. If the patient feels 
fullness in the rectum or passes any stool, 
the enema may be given earlier. The pa- 
tient is allowed to stand out of bed on the 
fifth day; he may walk or lie down, but 
should not sit. Antibiotics are given 
parenterally for the first five days, then 
orally until the patient is discharged from 
the hospital on the twelfth to fourteenth 
day. 

This method has given excellent results 
in 15 of 17 cases. One patient was only 
partially benefited, and 1, who became 
nauseated and began to have diarrhea on 
the third postoperative day, received no 
benefit. Two other patients had superficial 
cutaneous fistulas, which were removed in 
the office after the wound had healed, Con- 
tinence was not affected by this procedure 
in either of these cases. 
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SUMMARY 


A short review of the causes and treat- 
ment of anal incontinence is presented. 
The most frequent cause is fistulectomy 
followed by continued postoperative pack- 
ing of the wound. Since the deformity in 
this type of anal incontinence follows a 
rather set pattern, a simple method of re- 
pair is presented. This technic has been 
used successfully in 15 of 17 cases. 


RESUME 


Une bréve revue des causes et du traite- 
ment de ]’incontinence anale est présentée. 
La cause la plus fréquente est la fistulec- 
tomie suivie de |’application d’un panse- 
ment maintenu en place. Etant donné que 
linfirmité en résultant est généralement 


du méme type, l’auteur décrit une tech- 


nique réparatrice simple, qu’il a utilisée 
avec succés dans 15 cas dur 17. 


ZUSAMMENFASSUNG 


Es wird ein kurzer Uberblick iiber die 
Ursachen und die Behandlung der Inkon- 
tinenz des Afters gegeben. Am hiaufigsten 
ist eine Fistelresektion mit anschliessender 
fortgesetzter Tamponierung der Wunde 
verantwortlich zu machen. Auf Grund der 
Tatsache, dass die bei dieser Form der 
Inkontinenz des Afters beobachtete Ent- 
stellung ein recht einférmiges Bild darbie- 
tet, wird eine einfache Methode zur 
Wiederherstellung dargestellt. Dises Ver- 
fahren wurde in 15 von 17 Fallen mit 
Erfolg ausgefiihrt. 


RIASSUNTO 


Viene presentata una breve lista delle 
cause e delle cure della incontinenza 
anale. La causa pili frequente é una pre- 
gressa fistulectomia seguita da un continuo 
saffamento della ferita. Poiché in questo 
tipo di incontinenza si determina una de- 
formita abbastanza caratteristica, viene 
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suggerito un metodo semplice di cura. 
Questa tecnica é stata eseguita con suc- 
cesso in 15 su 17 casi. 


SUMARIO 


Uma pequena revisao das causas e tra- 
tamento da incontinécia anal é apresen- 
tada. A causa mais frequente-é a fistulec- 
tomia accompanhada pelo curativo 
inadequado da ferida. Uma vez que a de- 
formidade nésse tipo de incontinéncia anal 
obedece a um padrao mais ou menos deter- 
minado, um simples método de reparo é 
apresentado. Essa técnica foi usada com 
sucesso em 15 de 17 casos. 
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Editorials 


with anyone who spends much time 

with books, to find again and again, 
often on a page turned yellow with time, 
a phrase, a sentence, a paragraph or an 
entire anecdote as fresh and apposite as 
though it had been written yesterday. 
Sometimes, indeed, the whole book is per- 
manently topical, as witness Robinson 
Crusoe, Don Quixote, The Pilgram’s Prog- 
ress and many of the plays of Shakespeare. 
Such works serve to orient the reader in 
the centuries of man’s history; to readjust 
the lenses, so to speak, through which he 
views the modern world, and to lift his 
perception to a point of vantage from 
which he is able to see that time, space 
and alterations of custom have little to 
do with human nature and human needs, 
which are always and forever the same. 
One thinks of the authors thereof as poets 
and prophets, and so they are in a sense; 
they have prophesied, in terms so uni- 
versally applicable as to bear the stamp 
of inspiration, the endless continuity of 
that greatest of all adventures, human 
life. 

An almost equally common experience 
is the sense of foreknowledge of wholly 
unfamiliar persons and places—the sense 
that finds expression in the words “I have 
been here before.” The feeling, amount- 
ing almost to certainty, cannot be denied, 
whatever fantastic theories may be de- 
vised to explain it. 

Less common, perhaps, though by no 
means unusual, is the projection of aspi- 
ration and desire into certainty of what 


[’ is a common experience with me, as 


Perception and Prophecy 


the future must hold. We encounter, per- 
haps, an old friend lost to sight for a 
score of years or longer, and he says, 
“Remember what you told me that winter 
night by the fire, about what was going 
to happen to me and my plans? I didn’t 
believe it, but I’m blest if it wasn’t true 
from beginning to end. How did you 
know?” 

We don’t know how we knew, but we 
certainly did. Revelation? Inspiration? 
These are spacious words to be tossed 
about lightly. We hasten to disclaim, for 
modesty’s sake, any title to either of them, 
and murmur something about “accident” 
or “coincidence.” Neither of these can 
accuse us of self-importance, for over ac- 
cident and coincidence we have no control. 

Safe terms, undoubtedly. But are they 
the right ones? Is it not more probable 
that such prevision is rooted in that area 
of man’s capacities—undoubtedly a vast 
one—that has not yet been explored? Is 
it not at least conceivable that each of us 
bears within himself the seeds of a knowl- 
edge which, when it suddenly bursts into 
bloom, we acclaim as genius? 

These are high and hopeful speculations, 
and there is as yet no witness to their 
truth. There is plenty of witness, how- 
ever, to an accessory fact: that when the 
“spirit of prophecy” descends upon a man 
and the prophecy comes true, it is invari- 
ably concerned with an idea or a principle 
infinitely above and beyond the man him- 
self, 

I have had the experience, within the 
past few days, of finding myself once more 


VOL. XXV, NO. 6 


a “prophet unawares.” Turning through 
some old manuscripts, some of them my 
own, some of them written by others, I 
came across an address I delivered in 1939 
at an International Assembly of the Inter- 
national College of Surgeons in New York. 
This is what I said: 


“The watchword of our society is interna- 
tionality and interfraternity. From all nations 
our group is selected. We stand as crusaders 
for all mankind and for all men. For ages, 
suffering humanity has appealed for relief. 
The first plea goes to God and to His ministers 
on earth, and the second rises to His mortal 
dispensers of mercy, members of the medical 
and surgical professions. After all, it is mercy 
that makes kin the visible and the invisible 
worlds. Mercy is the Infinite’s great com- 
mon denominator of the universe. The great 
mortal common denominator is that most 
marvelous of all machines, the human body. 
The mechanicians who keep it functioning 
and in repair are we, ourselves, the sons 


of Aesculapius. Ours is the human key to that 


most precious living possession, as cited in 
the words of the Apostle Paul: ‘Skin for skin: 
All that a man hath will he give for his life.’ 


“Now, because of this power vested so 
sacredly in our venerated profession, scientists 
must work as one, without barrier, as aptly 
exemplified in the aphorism of Pasteur we 
have adopted: La science n’a pas de patrie 
parce que le savior est le patrimonie de l’hu- 
manité, le flambeau qui éclaire le monde. The 
words and thoughts of the great Pasteur have 
been significantly augmented by our excellent 
International President, Dr. Crotti. There, 
in substance, is outlined our credo. 


“We must share experiences, discoveries and 
all research for the sake of science and man- 
kind. For science should be shared mutually 
and freely with her acolytes as the Infinite 
Power possesses in common with the finite 
world the air, the sun and the other ele- 
mental attributes of the universe. If we fail 
in this mutuality, then we fail as scientists. 


“Suffering is the common lot. Equally com- 
mon should be the palliations or the panacea, 
as one by one science unfolds the ways and 
means to palliation or cure. 

“Man is not made to live alone, nor are 


races created to dwell in proud, narrow and 
selfish splendor. Barriers hindering surgi- 


cal progress must be removed from all sci- 
entific endeavors before the world can fulfil 
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its destined place in the universe. Achieve- 
ment is of the world, in its entirety. And so 
achievement can recognize no limits. It re- 
quires organizations such as our International 
College of Surgeons to blaze the trail for the 
humanities, working together for the common 
good; and the good of all humanity means 
the exchanging of ideas and methods, and 
ways and means from such groups as ours— 
and establishes, too, a nucleus from which will 
sprout and flourish the acme of mortal benefits. 
“Every surgeon worthy of the name counts 
as his greatest recompense not his monetary 
reward—though even a surgeon must live— 
but the knowledge that he has alleviated suf- 
fering, rebuilt an injured body, and kindled 
anew in the heart of another human being the 
fires of hope and courage, and often happiness. 
“All nature is cooperative and correlative. 
In the destiny of the whole, even the most de- 
structive of nature’s forces play a great part; 
and science is, at once, nature’s handmaid and 
her master! As scientists, we are bound to- 
gether as one body. We must recognize that 
fact. We are one in science as the body is 
one in the flesh. Do we not ply our art and 
science on Himalayan mountain tops? On the 
shores of the Yangtse-Kiang? At the foot of 
Fuji-Yama? In the shadow of the Seven Hills 
and the echo of the bells of Rome? Or where 
the chimes of Big Ben cut through the fogs 
of London? In the glow of the midnight suns 
of Norway, Sweden, Greenland, Alaska or the 
chill Arctic and Antarctic regions? Or the 
cinders of the smoking shambles, plains and 
mountains that were once haughty Spain? In 
the slums of Paris? Or on Unter den Linden 
of Berlin? By the griefs of Palestine? The 
renaissance of Turkey? The classic ghosts of 
Greece? Of the Andes? In the huts or castles 
of Mexico? Or the isolation of scattered 
islands? The shadow of Egypt’s past? Or the 
aroma of Brazilian coffee fields or Argentinian 
natural beauties? No matter where we work, 
ours is the common bond. Because of this 
common bondage we sons of Aesculapius must 
strengthen our bonds of relationship, just as 
the heart keeps the blood circulating in the 
body from head to foot. We must take our 
idea of cooperation from that human body 
that we serve in the name of science. 
“Eventually, our society will stand as a unit 
of scientific perfection and power because of 
its unselfish, self-sacrificing, fraternal and 
mutual labors toward the glory of human en- 
deavor for humanity’s sake. 
“When we have thus constituted our society 
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and ourselves into a mighty machine of mercy 
and learning, freely disbursed, from it may 
eventuate such a leverage of health and hope 
and welfare that all the peoples of the world 
will lay their laurels at the pedestal of our 
endeavors. Like the waters we drink, the air 
we breathe and the earth we tread, so are the 
science and the art of the surgeon a real and 
a sacred gift from the Infinite. Since this is 
so, this great gift must be used, in so nearly 
as finite men can humbly imitate the Infinite, 
in a style and manner patterned after the 
generosity and the patience with which the 
universe is surrounded and from which it was 


built. 
“Gentlemen, let me quote from ‘Ye Weary 


Wayfarer’ : 
‘Life is mostly froth and bubble, 
Two things stand like stone: 
Kindness in another’s trouble, 
Courage in our own!’” : 
In the years since 1939, has not th 
sense of man’s desperate needs of unifica- 
tion on the main issues of life grown to 
colossal proportions? Has not the role now 
being played and the role to be played in 
the future by physicians and surgeons not 
been written and the role of “supermen” 
and “master races” written off? Has not 
the high conception of the brotherhood of 
all men, based on the suffering which is 
their common lot and the needs of body, 


sive property of no single scripture. 

To the medical profession of the 
world, we would like to add the reminder 
that Science is the exclusive property of 
no single race, color or creed. The torch 
of man’s scientific knowledge may illu- 
minate the dimly lit caverns of his ignor- 
ance or light his way to eternity in the 
mushroom cloud of atomic fission. This 
light is not hostile to the precepts of reli- 


G sven said that Truth is an exclu- 


‘ ae from an article originally presented in Bombay, 
india. 
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mind and spirit common to all, gained 
ground throughout the world? Last but 
not least, is not the International College 
of Surgeons today a living proof of the 
prophecy I ventured? “. . . Our society 
will stand as a unit of scientific perfection 
and power because of its unselfish, self- 
sacrificing, fraternal and mutual labors 
toward the glory of human endeavor for 
humanity’s sake.” 

It does so stand, and on a deep founda- 
tion. It has been assailed again and again, 
to borrow an ecclesiastical phrase, by all 
the winds of organizational doctrine. In 
vain; it is built upon the bedrock of prin- 
ciple, not upon the drifting sands of empty 
theory and personal aggrandizement. The 
opportunity which gave it birth was an 
opportunity to serve and sustain mankind, 
and the alien word “opportunism” is not 
in the College vocabulary. Nor will it gain 
access thereto in the future, whatever the 
future may hold—if only because the joy 
of selfless service is a thousandfold more 
satisfying to any decent man than the 
base coin with which the opportunist is 


paid for his soul. 


M. T. 


gious faith but rather to the ignorance of 
superstition, the conception of pain as 
punishment, of suffering as inevitable and 
of life as cheap and expendable. Self- 
determination is not a gift but an inherent 
right of man, be it to govern himself or to 
annihilate himself; to learn and so to live, 
or to close his mind to the advances of 
science and so to die before his time. 


History is not the codex rescriptus. Its 
pages are permanently stained by man’s 
inhumanity to man, from the ravages of 


. 
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Ghengis Khan, the rape of the Sabines and 
the autos-de-fe to the blotches of gas 
chambers in. the modern Dark Age. It 
would be comic, were it not so tragic, to 
see man hold himself aloof by his fears 
and his hatreds, as self-appointed God 
over the various minorities. There are no 
second-class citizens. Only immature 
minds perpetuate the myths of a super- 
man or a super-race. In a free society man 
is inviolable in both body and mind, and 
the integrity of both must be insured 
against the onslaught of his fellow men, 
not only individually but collectively, e.g., 
by an all-powerful State. Medicine has 
passed through many phases, from the hu- 
man sacrifice on the altar of the ancient 
temple to the self-sacrifice of the epidemi- 
ologist and back again to the human sacri- 
fices in the concentration camp. Ethics 
and morals allow no place for the subser- 
vience of man, and there is no place in the 
human race or in the ranks of the medical 
profession for the inhuman experimenter. 
Emergence from this second Dark Age 
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may well depend upon the rededication of 
men of science in general, and physicians 
and surgeons in particular, to the prin- 
ciples of humanitarianism, the preserva- 
tion and protection of life wherever it 
exists, and, where it merely exists, the 
promise of a more healthful and, there- 
fore, a fuller life. Life, for which there is 
no substitute, is the essence; faith is its 
beacon, and science must be its protector. 
The dissemination of information, 

knowledge and science for the common 
good, as epitomized by the Journal of the 
International College of Surgeons, is a 
major factor in eliminating man’s myopic 
and egocentric concentration on the prob- 
lems of his own plot of ground. The search 
for truth must transcend local prejudices, 
and we ask that man respect the dignity 
of his fellow man, whoever or wherever 
he may be. Do unto others as you would 
have them do unto you. 

ARNOLD S. CHAMOVE, 

M.D., F.I.C.S. 

San Francisco, California 


The quarrel between the barber surgeons and the apothecaries of England, des- 


pite the stocks, continued with unabated bitterness until 1540. 


In this year the 


barbers, by a degree of influence which had not been accorded the apothecaries, 
managed to be heard at court, and their spokesman succeeded in favorably inter- 
esting King Henry VIII. A charter was proposed, setting forth their rights and 
decreeing that henceforth they were to be honored as barber surgeons and were 
to be accorded the title of “Mister.” The followers of this group, now the acknowl- 
edged surgeons of the British Empire, evidence a pride in this ancient charter, 
especially in the title of Mister, which still almost always appears on their plates 
and their professional stationery instead of the conventional M.D. 


—Atkinson 


7 
Ty 
ae 


| New Books 


Books Received.—The following books 
have been reeeived by the Editor; they 
will be reviewed critically as space and 
facilities permit. Omission of more ex- 
tended review, however, is not to be 
taken as criticism of the merit of the 
book. 


Current Therapy, 1956. Edited by Howard 
F. Conn. Philadelphia: The W. B. Saunders 
Company, 1956. Pp. 632. Reviewed in this issue. 


The Doctor’s Legacy. Edited by Laurence 
Farmer. New York: Harper & Brothers, Pub- 
lishers,. 1955. Pp. 267. 


Sachs Essays. By Ernest Sachs. Hamden, 
Connecticut: The Shoe String Press, 1955. 
Pp. 118, with frontispiece (portrait of au- 
thor). 


Magic, Myth and Medicine. By D. T. At- 
kinson. Cleveland and New York: The World 
Publishing Company, 1956. Pp. 319. Reviewed 
in this issue. 


Disease of the Chest. By E. Corwin Hin- 
shaw. Philadelphia: The W. B. Saunders 
Company, 1956. Pp. 727, with 288 illustra- 
tions. Reviewed in this issue. 


Clinical Disorders of Hydration and Acid- 
Base Equilibrium. By Lewis G. Welt. Boston: 
Little, Brown & Company, 1955. Pp. 262, 
with 11 illustrations. 


Clinical Laboratory Diagnosis. By Samuel 
E. Levinson and Robert P. MacFate. Phila- 
delphia: Lea & Febiger, 1956. Pp. 1216, with 
244 illustrations and 13 plates, 11 in color. 
5th ed. Reviewed in this issue. 


The Cervical Syndrome. By Ruth Jackson. 
Springfield, Ill.: Charles C Thomas, Pub- 
lisher, 1956, Pp. 130. 


Blood Volume Determinations in Surgical 
Practice. By Olla Wiklander. Acta Chirur- 
gica Scandinavisa Supplementum 208. Stock- 
holm: Acta Chirurgica, 1956. Pp. 136, with 
10 illustrations and 37 tables. 


Les Grandes Activites du Lobe Temporal 
(The Principal Functions of the Temporal 
Lobe). Edited by T. Alajouarrine. Paris: 
Masson et Cie, 1955. Pp. 297. Reviewed in 
this issue. 


Handbook of Physical Therapy. By Robert 
Shestack. New York: Springer Publishing 
Company, Inc., 1956. Pp. 212. 


Chirurgie des Glandes Salivaires (Surgery 
of the Salivary Glands). By Henri Redon. 
Paris: Masson et Cie, 1955. Pp. 282. Reviewed 
in this issue. 


Scalpel: Men Who Made Surgery. By Aga- 
tha Young. New York: Random House, 1956. 
Pp. 311. Illustrated. Reviewed in this issue. 


Christopher’s Textbook of Surgery. Edited 
by Loyal Davis. Philadelphia: The W. B. 
Saunders Company, 1956. Pp. 1184, with 1359 
illustrations. Reviewed in this issue. 


Les Thromboses de la Carotide Interne et 
de Ses Branches (Thromboses of the Inter- 
nal Carotid and Its Branches). By J. Paillas 
and L. Christophe. Paris: Masson et Cie, 
1955. Pp. 108> 


Diagnosis and Treatment of Vascular Dis- 
orders. By Saul S. Samuels. Baltimore: The 
Williams and Wilkins Company, 1956. Pp. 621. 
Reviewed in this issue. 


Clinical Disorders of Hydration and Acid- 
Base Equilibrium. By Louis G. Welt. Bos- 
ton: Little, Brown & Company, 1955. Pp. 262, 
with 11 illustrations. Reviewed in this issue. - 


Fractures of the Facial Skeleton. By N. L. 
Rowe and H. C. Killey. Baltimore: The Wil- 
liams and Wilkins Company, 1955. 


Les Traumatismes Cranio-Cerebraux Fer- 
mes Recents (Recent Closed Cranial and 
Cerebral Injuries). By L. Mamsuy and J. 
LeCuire. Paris: Masson et Cie, 1955. Pp. 122. 


Catalog of French Medical and Surgical 
Films. Edited by Philippe Detrie. Paris: 
Masson et Cie, 1956. Reviewed in this issue. 


BOOKS REVIEWED 


Les Grandes Activites du Lobe Temporal 
(The Principal Functions of the Temporal 
Lobe). Edited by T. Alajouarrine. Paris; 
Masson et Cie, 1955. Pp. 297. 

This collection of 13 papers by 18 authors 
represents the proceedings of the 1953 “Ser- 
maine neuro-physiologique de la Sallper- 
triere” which was devoted to the functions of 
the temporal lobe. The embryonic and the 
gross and microscopic anatomic aspects of the 
temporal lobe are first described in consider- 
able detail, after which electrophysiologic 
studies, both experimental and clinical, pre- 
dominate. The temporal lobe receives atten- 
tion as the site of origin of many epileptic 
discharges. Its sensory projections in experi- 
mental animals, especially the cat, have been 
determined by electrophysiologic technics. 
The connections of the temporal lobe with the 
hypothalamus and the consequent influence 
of the lobe on vegetative functions are con- 
sidered in some detail. In another section its 
connections with the reticular system are 
taken up, and the reticular system itself is 
given considerable attention. 

The areas of auditory perception and the 
language functions of the temporal lobe are 
given the space that these well-known func- 
tions deserve. The treatment of language 
and speech function includes studies on pho- 
netics, the effect of cortical stimulation, 
audiometric studies and_ electroencephalo- 
graphic studies. 

The somesthetic functions of the temporal 
lobe and its role in the control of position and 
movement are considered in relation to these 
functions of the nervous system as a whole. 

This series of monographs on the temporal 
lobe will interest the neuroanatomist and the 
physiologist and should be read by all con- 
cerned with the study of cerebral function. 
Clinicians interested in epilepsy and aphasia 
will find it especially important. 

HAROLD C. Voris, M.D. 


Magic, Myth and Medicine. By D. T. At- 
kinson. Cleveland and New York: The 
World Publishing Company, 1956. Pp. 319. 

A recent variation on an old theme, the 
struggle of medical and surgical science out 
of the bogs of superstition and prejudice, 
this book, and its author as well, faced a real 
challenge in the necessity to avoid the too 
familiar and the trite. The challenge has 


been met, not by avoiding repetition, which 
is inevitable in any historical work, but by 
the inclusion of a number of interesting side- 
lights on the life and times of the famous 
surgeons concerned. More than one _ bene- 
factor of mankind, it is shown, died consider- 
ing himself a failure; yet upon the devoted 
work and meticulous research of many such 
men depended, to an undeniable extent, the 
great successes of their professional descend- 
ants and even some of their contemporaries. 
It is pointed out, for instance, that although 
there is no question of Harvey’s preeminence 
in that epoch-making discovery, the circula- 
tion of the blood, there is no lack of evidence 
that the studies and speculations of other 
workers, including Galen, Realdus Columbus, 
Michael Servetus and Fabricius, “had much 
to do with putting Harvey on the right 
track.” There is no discredit to Harvey in 
this fact, since no man works alone in the sci- 
entific world; and it is pleasant to see a de- 
gree of recognition given to the kind and sin- 
cere and persevering labor which, although it 
may never reach full fruition, nevertheless 
bears its own part in the fruition to come. 

Principally, of course, Dr. Atkinson’s em- 
phasis is placed on his major theme, the dif- 
ficult struggle between intellect and ignor- 
ance; the battle with that sort of ingrained 
stupidity against which “even the gods fight 
in vain.” The story, as always, makes stimu- 
lating reading, and nostalgic reading as well, 
calling the seasoned surgeon back to the 
thrilled attention with which, in his youth, 
he encounters the giants of healing for the 
first time. We are always in some danger of 
forgetting the past and the debt we owe 
thereto, and those who remind us deserve our 
gratitude. 


Catalog of French Medical and Surgical 


Films. Edited by Philippe Detrie. Paris: 
Masson & Cie, 1956. 

This catalog, published in French, lists a 
total of 642 medical and surgical films that 
have been produced in France. In addition 
to the title of each picture and certain tech- 
nical information, the author has included a 
brief description of the film’s content and a 
note as to its availability. The author and 
subject indexes at the back of the book are 


most helpful. 
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A short article on the status of medical 
movies in France is included. According to 
the author, a list of medical films is available 
in France. 

Catalogs of this type are bound to stimu- 
late more widespread use of films in medical 
schools and in postgraduate medical educa- 
tion. This publication will be most useful to 
physicians and medical educators in France 
and possibly elsewhere in Europe. The dif- 
ficulties of shipping films in and out of other 
countries limits its usefulness in areas other 
than those mentioned. 

RALPH P. CREER 


Current Therapy, 1956. Edited by Howard 
F. Conn. Philadelphia: The W. B. Saunders 
Company, 1956. Pp. 632. 

Subtitled “Latest Approved Methods of 
Treatment for the Practicing Physician,” 
this volume has been compiled by twelve con- 
sulting editors in addition to the chief editor, 
Dr. Conn. It is the eighth addition to an 
annual series that has met with eager accept- 
ance all over the world. 

There are more than two hundred and 
eighty contributors—an impressive list. The 
work is necessarily highly departmentalized ; 
there are sixteen main sections, within each 
of which are several authors’ contributions 
on the subject of diseases that come under 
the main topic. Section 1 deals with the in- 
fectious diseases; Section 2, diseases of the 
respiratory system; Section 8, diseases of the 
cardiovascular system; Section 4, diseases of 
the blood and spleen; Section 5, diseases of 
the digestive system; Section 6, disorders of 
metabolism and nutrition; Section 7, endo- 
crine diseases; Section 8, diseases of the uro- 
genital tract; Section 9, venereal diseases; 
Section 10, allergy; Section 11, diseases of 
the skin; Section 12, diseases of the nervous 
system; Section 18, disorders of the loco- 
motor system; Section 14, obstetric and 
gynecologic conditions, and Section 15, dis- 
eases due to physical and chemical agents. 
Section 16 consists entirely of appendices and 
indexes. 

The book is not illustrated, but tabular ma- 
terial is used when indicated. Each article 
on a special disease is written briefly but 
comprehensively, with practical down-to-earth 
suggestions as to treatment and general han- 
dling. Despite its size, the volume has much 
of the nature of a handbook; certainly it sup- 
plies a ready source of reference in any 
emergency. Not only the physician and the 
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surgeon but the intelligent layman can find in 
these pages a great deal of highly significant 
knowledge; in some instances, e.g., in the 
section on poisoning, knowledge that could 
save lives. 

Members of the medical profession in gen- 
eral will welcome the appearance of the 1956 
edition of a work that is fast establishing 
itself as a classic. 


Chirurgie des Glandes Salivaires (Surgery 
of the Salivary Glands). By Henri Redon. 
Paris: Masson et Cie, 1955. Pp. 282. Illus- 
trated. 

This monograph is devoted to surgical 
treatment of the salivary glands. Appended 
are a comprehensive bibliography and an ade- 
quate index. The author can be justifiably 
proud of this book; it is well written, beauti- 
fully illustrated and pleasingly bound. Many 
of the illustrations are histopathologic and 
are very good and well chosen. 

The five sections are devoted to the follow- 
ing subjects: 

1. Traumatisms of the parotid region and 

their sequelae 

2. Tumors of the parotid gland 

3. Enlargement of the parotid gland due 

to inflammations and dystrophies 

4. Pathologic conditions of the submaxil- 

lary glands 

5. Pathologic conditions of the accessory 

salivary glands. 

For those who read French, this is an un- 
commonly useful addition to their libraries. 
It is much more instructive in the field of 
pathologic change in the salivary glands than 
it is with regard to therapy of these lesions. 

It requires a great experience to assemble 
and organize material for such a monograph 
as this, and the author deserves great praise 
for his ability to present his material so ac- 
ceptably. 
RAYMOND W. MCNEALY, M.D. 


Christopher’s Textbook of Surgery. Edited 
by Loyal Davis. Philadelphia: The W. B. 
Saunders Company, 1956. Pp. 1484, with 1359 
illustrations. 

In the twenty years since the printing of 
the first edition of this text, great strides 
have been made in the field of surgery. Today 
no single person can qualify as a specialist in 
all aspects of medicine. The editor was ju- 
dicious in selecting eighty-seven contributors 
for this tome. Each one is an authority in 
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his field, yet each has fulfilled the prerequi- 
site of good teaching, which is to present the 
basic aspects of surgery and to stimulate fur- 
ther study. . 

Excellent reading references are appended 
to each section. Chapter XVII, The Heart and 
Pericardium, is presented in a concise man- 
ner. 

The book is voluminously illustrated and is 
printed on good paper stock. It can be recom- 
mended as a good standard textbook on 
surgery. 

PHILIP THOREK, M.D. 


Diagnosis and Treatment of Vascular Dis- 
orders (Angiology). By Saul S. Samuels. 
Baltimore: The Williams and Wilkins Com- 
pany, 1956. Pp. 621. 

This book is edited by Doctor Saul S. 
Samuels, and there are seventeen other con- 
tributors. It is directed to the diagnosis and 
treatment of vascular disorders. In recent 
years angiology has grown into an intriguing 
specialty. With Harvey’s discovery of the 


circulation of the blood and his quantitative ~ 


and mathematical demonstration, a chain re- 
action of investigations was set off in the 
field of angiology which has culminated in ob- 
servations and applications of what is now 
regarded as the scientific diagnosis and treat- 
ment of vascular disorders. 

This volume is a comprehensive exposition 
of the investigations and experiences of a 
large number of scientists who have devoted 
much time to this particular subject. 

The editor has arranged his material in an 
excellent manner, and each subject is treated 
exhaustively by a well-qualified contributor. 
The volume is not one to be read like an ordi- 
nary textbook; it is truly an encyclopedia of 
vascular disorders, to be referred to when in 
doubt about the diagnosis or treatment of a 
vascular disorder. At the end of each chap- 
ter there is an adequate bibliographic list. 

Authors and editors who find the energy 
and have the ability to present the profession 
with volumes like this are deserving of great 
praise from their fellow practitioners. 

RAYMOND W. MCNEALY, M.D. 


Clinical Laboratory Diagnosis. By Samuel 
E. Levinson and Robert O. MacFate. Phila- 
delphia: Lea & Febiger, 1956. 5th ed. Pp. 
1246, with 244 illustrations, 13 plates (11 in 
color) and 142 tables. 

It is now nineteen years that this standard 
text on clinical laboratory diagnosis was first 
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published. Every new edition had to keep 
abreast with changing methods and new dis- 
coveries in laboratory medicine. The new 
fifth edition, compared with the older edi- 
tions, is almost an entirely new volume. 

The authors have undertaken the difficult 
task of writing a book that should be simul- 
taneously a textbook for students, a guide for 
laboratory technicians and a source of infor- 
mation for the physician interested in labora- 
tory medicine. : 

The popularity of the book proves that they 
have been successful. The completely new 
chapter on hematology shows how, in short, 
precise form, difficult subjects can be clari- 
fied to the beginner. At the same time, the 
discussion is at a level that is interesting and 
informative to the experienced worker. 

All in all, this reviewer considers Clinical 
Laboratory Diagnosis a “must” in the library 
of every pathologist, and of anyone interested 
in laboratory medicine. 

WERNER F. EISENSTAEDT, M.D. 


Disease of the Chest. By H. Corwin Hin- 
shaw and L. Henry Garland. Philadelphia. 
The W. B. Saunders Company, 1956. Pp. 727, 
with 288 illustrations. 

This textbook on diseases of the chest was 
written, appropriately, by an internist and a 
radiologist. Both authors have had consider- 
able experience in practice, teaching and 
clinical research and have written in a man- 
ner displaying their authoritative knowledge 
of thoracic diseases. 

The text is written in a clear and simple 
manner, with adequate illustrations and an 
up-to-date bibliography. Many diagnostic and 
therapeutic advances have been made in the 
field of thoracic disorders. This textbook very 


‘adequately covers this important branch of 


medicine and is highly recommended to both 
the medical practitioner and the student. 


MURRAY FRANKLIN, M.D. 


Clinical Disorders of Hydration and Acid- 
Base Equilibrium. By Louis G. Welt. Bos- 
ton: Little, Brown & Company, 1955. Pp. 
262, with 11 illustrations. 

In the preface to this monograph the au- 
thor states that, in the consideration of 
abnormal clinical states of water and electro- 
lyte balance, a constant reference to physio- 
logic homeostatic mechanisms will lead to a 
better understanding of diagnostic and thera- 
peutic measures. 

He attempts to accomplish this, with some 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


measure of success, by discussing the various 
phases of water and electrolyte balance in 
both, their basic physiopathologic and their 
clinical aspects. The style is simple and clear, 
although more illustrations could have been 
utilized. 

References are numerous and fairly com- 
prehensive. 

One important new aspect of mineral me- 
tabolism, namely aldosterone, is not men- 
tioned or discussed. Nevertheless, this mono- 
graph is of considerable value to the 
practitioner and student in the understanding 
of electrolyte and water disturbances. 

MURRAY FRANKLIN, M.D. 


Scalpel: Men Who Made Surgery. By 
Agatha Young. New York: Random House, 
1956. Pp. 311. Illustrated. 

Here is a truly delightful book, dealing 
in the most intimately satisfying manner 
with the lives and achievements of Vesalius, 
Pare, Lister, Harvey, Hunter, MacDowell, 
Halsted, Cushing and other famous expo- 
nents of surgery. It is based on the author’s 
wide researches in many medical libraries, 
including those of the New York Academy 
of Medicine and the Royal College of Sur- 
geons in London. She has also visited both 
ancient and modern medical centers, in- 
cluding the University of Padua in Italy. It 
is obvious that throughout the time she spent 
in gathering material for the book she was 
never without a consuming interest in the 
subject, a shrewd eye for the unusual and 
arresting and a sensitive, perceptive—one 
might almost say intuitive—understanding 
of the surgeon’s own attitude toward his 
work. 

The result is a treasure-house of authenti- 
cated stories ranging from the hilarious to 
the heart-breaking. The tale of John Hunter’s 
relentless pursuit of the unfortunate Irish 
giant whose skeleton he was determined to 
have for his museum will never be forgotten 
by anyone who reads it; one is torn between 
laughter and consternation, for Hunter, with 
his customery forthrightness, had apprised 
the luckless victim of his intention. An ex- 
cellent engraving of the skeleton, seven feet 
seven inches in height and standing for con- 
trast beside the tiny skeleton of a dwarf 
in the Hunterian Museum, affords visual 
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proof of Hunter’s resolution. 

Equally stirring, in these comparatively 
enlightened days, are the detailed accounts 
of the obstacles, chiefly superstitious, over 
which surgery had to clamber for freedom, 
too often at the cost of life or reason. AIl- 
though most of these are basically familiar 
to the surgeon who takes time to interest 
himself in the history of his profession, it 
is astonishing with what verve and im- 
mediacy they are presented. It is as though 
the author herself had been an eye-witness 
at the surgeon’s elbow, even when she deals 
with ancient and medieval settings and pro- 
tagonists. Such modern Titans as Halsted 
and Cushing, about whose lives more detail 
is available, are presented with a verisimili- 
tude that is almost startling. The author’s 
gift for character analysis is of a quality 
not met with every day. 

Equal interest and pleasure attaches to 
the illustrations, which are not of the routine 
kind. Whenever a portrait of the surgeon 
was available, the author included it; but 
she also included woodcuts, etchings, en- 
gravings and paintings of apposite events 
and appurtenances. On one page appears the 
elegant contemplative skeleton from Ve- 
salius’ De Humani Corporis Fabrica, his 
ankles crossed and his cheek resting on his 
hand; below it, throwing Vesalius’ artistic 
skill into magnificent contrast, appears a 
crude pre-Vesalian skeleton by some un- 
known draughtsman. The latter skeleton, 
although he wears a cheerful smile, has 
little else to suggest that he is human. It 
was an inspiration to combine the two. The 
whole difference between civilization and 
barbarism is there. 

As if the authenticity, the care in selection 
of detail and the realistic presentation were 
not enough, the author is gifted also with a 
winning style. There is not a dull line in the 
book from beginning to end. It is that genuine 
rara avis that comes out occasionally, a book 
that can be recommended absolutely without 
reservation, to the lay public as well as to 
the professional. Few novels nowadays, though 
presumably written to entertain, are half as 
entertaining as this factual account, and few 
books on surgical history are one-tenth as de- 
lightful to read. 
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Abstracts from Current Literature 


Cardiac Arrest. Erwin, J. Y., J.M.A. Ala- 
bama 25:1338, 1955. 

A brief review of the current literature 
stressed the importance of certain clinical 
and statistical data. Although it is impossible 
to predict the patient in whom this condition 
may develop, certain factors are common to 
all. Careful attention to all details and close 
cooperation of anesthetist and surgeon can be 
of the utmost importance in preventing this 
catastrophe. 

The number of deaths due to cardiac ar- 
rest has steadily increased 1:5000 in 1915 to 
1:600 in 1952. 

The foremost theory used to explain this 
increase is that the use of a multiplicity of 
drugs before, during and immediately after 
an operation makes physiologic stability dif- 
ficult to maintain. A change in the types of 
surgical procedures employed is suggested as 
partly responsible. Bronchoscopic and esopha- 
goscopic procedures, cardiac catheterization, 
and the taking of angiograms are all frequent 
nowadays; also, the scope and duration of 
operations have widened greatly. 

Predisposing physiologic or pharmacologic 
causes are listed as follows: 

1. Myocardial deficiencies 
Hormonal and chemical changes 
Hypoxemia 
Vagovagal reflexes and other nerv- 
ous stimuli 
Anemia (hemorrhage) 
Bacteria and toxins 
Anesthetic agents 
Barbiturates 
Pyrogenic and transfusion reac- 
tions 
Avitaminosis. 

The condition occurs about twice as often 
in the male as in the female, and most fre- 
quently in the Mediterranean and darker 
races. In nearly 25 per cent of cases the pa- 
tients are 14 years old or younger. 

In 85 per cent of all cases the arrest oc- 
curs during an operation, and, of these, 32 
per cent occurred during abdominal pro- 
cedures—almost twice the number occurring 
during thoracic procedures (exclusive of 


operations on the heart). Otorhinolaryngo- 
logic operations caused 7 per cent of the total 
number but ranked fourth as causative. 

Approximately one-third of these arrests 
occurred during the induction of anesthesia, 
one-third during the operation itself and one- 
third during closure of the wound or in the 
immediate postoperative period. 

Important “trigger mechanisms” were ma- 
nipulation of the endotracheal tube, working 
around the hilus of the lung, manipulation of 
the vagus nerve and even vomiting. 

The high incidence of cardiac arrest in 
children—especially if combined with a rela- 
tively high frequency of operations on the 
ear, nose, and throat may well give pause to 
both surgeon and anesthetist. This is an ap- 
propriate time to make a plea for better pre- 
operative psychotherapy and better preopera- 
tive sedation for children coming to the 
operating room. The sensitizing action of 
epinephrine released into the blood stream of 
a frightened child makes him susceptible to 
cardiac arrhythmia. 

Certainly the anesthetist plays an impor- 
tant role in the detection of cardiac arrest, 
for the alert anesthetist usually describes 
some premonitory signs, such as_ slight 
change in blood pressure, some alteration of 
the pulse, a change in respiration or some de- 
gree of cyanosis. Frequently bradycardia (40 
pulsations per minute) is noted before the 
arrest occurs. 

If the anesthetist announces that there is 
absence of blood pressure, peripheral pulse 
and apical impulse, one is justified in per- 
forming immediate thoracotomy. Lest the 
word thoracotomy should sound too formid- 
able, it might be better to specify that the 
incision be made through the anterolateral 
part of the fourth left interspace. If the in- 
cision is started 1.5 to 2 cm. lateral to the 
sternum, the internal mammary artery is 
avoided. Both costal cartilages may be 
severed with the knife. An abdominal retrac- 
tor may be inserted between the ribs and then 
turned. This spreads the ribs to allow en- 
trance of the surgeon’s hand and wrist into 
the thorax and keeps pressure off the hand 
until a rib-spreader can be obtained. It is 
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generally agreed that the chest must be 
opened and massage of the quiet heart started 
within four minutes (preferably three) if 
any degree of permanently successful resusci- 
tation is to be obtained. Maintenance of an 
adequate airway is essential and is best ac- 
complished by means of an endotracheal tube. 
A tight fitting anesthetic mask and an 
oropharyngeal airway, however, will suffice. 
Positive pressure should be given by the 
anesthetist. 

More detailed explanation of entrance into 
the chest may be found in a number of the 
articles in the appended bibliography. The 
technic is described only briefly here in order 
to emphasize the point that only two instru- 
ments are needed, a knife and something to 
separate the ribs until further technical and 
mechanical aid can be obtained. 

It is generally agreed that needling of the 
heart prior to thoracotomy and any means of 
massage other than transthoracic are of no 
value. The status of drugs injected into the 
heart is still debatable. Most of the drugs 
used are not without some danger. Epineph- 
rine may sensitize to further arrhythmia. 
A case of arrest has been attributed to intra- 
cardiac injection of 200 mg. of procaine 
amide. Gerbode has expressed the opinion 
that any materials used will reach the coro- 
nary circulation better if injected into the 
right side of the heart and allowed to pass 
through the pulmonary system. 

Other prophylactic measures to be stressed 
are as follows: 

1. Effective and careful preoperative 
management. 

2. Careful selection of anesthetic agent 
(caution is urged in the use of sodium 
pentothal and nitrous oxide). 

8. Prophylaxis and treatment of all 
disturbances of cardiac rhythm. 

4. Avoidance of too deep anesthesia. 

5. Use of local anesthetics by anesthe- 
tist or surgeon to reduce reflex irritability. 

6. Prevention of pyrogenic or transfu- 
sion reactions. 

7. Adequate pulmonary ventilation. 

8. Adequate blood volume. (Factors 7 
and 8 may be interpreted as meaning that 
a sufficient amount of oxygen is passed 
through unobstructed air passages, both 
artificial and natural, to reach a_ blood 
stream in which the red cells are qualita- 
tively and quantitatively adequate). 

9. Avoidance of haste. (This factor 
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has been emphasized’ by Blades. Briefly, 
when the condition of a patient becomes 
alarming, the surgeon should stop the pro- 
cedure, consult with the anesthetist, find 
the cause of the trouble and correct it. Such 
a course is better than merely attempting 
to finish the operation as quickly as possi- 
ble, i.e., to “get the patient off the table.’’) 

10. Close liaison with anesthetist. (The 
anesthetist who can give brief, accurate re- 
ports at periodic intervals concerning the 
patient’s progress is invaluable. Bowers 
advocated a meeting of surgeon and anes- 
thetist on the day prior to every elective 
operation to discuss the pending pro- 
cedures. In his opinion this has done a 
great deal to decrease the number of car- 
diac arrests among his patients.) 

WILLIAM E. NortH, M.D. 


Les tumeurs masculinisantes de lovaire. 
Etude critique et statistique des 210 cas 
signalés dans la littérature mondiale (Mas- 
culinizing Tumors of the Ovary. Critical 
and Statistical Study of 210 Cases Reported 
in the World Literature). Brocq, P.; Rou- 
villois, C., and Mathet, P., Presse Méd. 
86:1782, 1955. 

Masculinizing tumors of the ovary are un- 
common. Clinically and anatomopathologic- 
ally they are divided into two groups: ar- 
rhenoblastomas (the more frequent), and the 
lipoid-cell viriJizing tumors. 

Usually the growth is unilateral, develop- 
ing during the phase of ovarian activity. 
Only 1 case has been reported in which it ap- 
peared before puberty, and in 4 cases only 
has it appeared after the menopause. Thirty- 
seven per cent of the patients were below the 
age of 35. 

Two genetic problems interest students of 
these tumors: (a) there seems to be a heredi- 
tary link in certain cases, and (b) there does 
not seem to be any association between 
pseudohermaphroditism and the appearance 
of these neoplasms. 

Clinical signs are quite pathognomonic. 
Hormonal dosages may be of diagnostic help, 
and the value of urinary 17-ketosteroid 
dosages is underlined. Estimations taken 
from 21 patients with ovarian masculinizing 
tumors have shown high levels in two-thirds 
of the cases. In addition to the evaluation of 
total 17-ketosteroids, fractionated readings 
may help in diagnosing the origin of the 
hormonal imbalance. Thus, f-steroids point 
to an exclusively adrenal pathologic condi- 
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tion, while g-steroids would indicate a testic- 
ular and/or adrenocortical origin. Chromat- 
ographic study may also supply valuable in- 
formation. : 

Masculinizing tumors of the ovary present 
a clinical and anatomopathologic condition 
that must be considered an entity. Although 
the clinical picture is clear, there is disagree- 
ment and confusion as regards the histologic 
aspect. The different possibilities and theories 
are reviewed. 

The main practical problem is the evolution 
of these tumors and the type of treatment 
they require. Removal of the growth is fol- 
lowed by a regression of the masculinizing 
symptoms, except for the husky voice and the 
hypertrophy of the clitoris. The menstrual 
cycle is resumed, and pregnancy may become 
possible. Of the 210 patients, 60 had had a 
total of 150 pregnancies before any signs of 
the neoplasm appeared, and after removal of 
the tumor 39 patients had a total of 47 preg- 
nancies. 

If this course appears to be favorable, how- 


ever, complications are not rare, and recur-. 


rences are to be feared. Of 158 patients with 
arrhenoblastomas, some of whom were fol- 
lowed up for more than twenty years, 32 died 
(a mortality rate of 21 per cent). Of 46 pa- 
tients with lipoid-cell virilizing tumors, 5 
died (a mortality rate of 10 per cent). There- 
fore, masculinizing tumors of the ovary are 
potentially malignant, and this fact should be 
taken into consideration in choosing the 
method of treatment. 

The treatment is surgical in every case: 
unilateral ovariectomy for the young woman, 
to conserve the reproductive possibility; bi- 
lateral ovariectomy with total hysterectomy 
in older or parous patients. The cold logic of 
statistics versus the warm aspect of human 
relations is the problem that the surgeon 
must weigh in each case. 

S. A. GUEUKDJIAN, M.D. 


Spigelian Hernia. Isaacson, N. H., M. Ann. 
Dist. Columbia 25:23, 1956. 

Spigelian or spontaneous lateral ventral 
hernia occurs infrequently and is even more 
rarely recognized clinically. 

The most important etiologic factor would 
appear to be the existence of slitlike defects 
in the transversalis aponeurosis, along the 
lateral margin of the rectus muscle. These de- 
fects are present in 45 per cent of normal 
persons and are probably related to the lat- 
eral perforating branches of the inferior 
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epigastric artery. General factors, such as 
muscle wasting, childbearing, obesity and 
chronic cough, are common _ contributory 
causes. 

The hernial orifice may be placed anywhere 
along the semilunar line. The most usual 
position is at the outer edge of the rectus 
muscle, where the posterior sheath forms the 
fold of Douglas. 

The symptoms of a small hernia are often 
obscure and the diagnosis difficult. This is 
true especially of a hernia that does not per- 
forate the abdominal wall. The symptoms are 
aggravated by pressure, coughing and phys- 
ical exertion. Nausea, vomiting and persist- 
ent or recurrent attacks of pain may mimic 
any one of a variety of gastrointestinal, 
biliary, renal or pelvic disorders. 

Spigelian hernia is easily cured by opera- 
tion. The sac should be isolated and excised 
and the flaps of fascia and peritoneum over- 
lapped for a secure suture line. 

EDMUND LISSACK, M.D. 


Treatment of Esophageal Hiatus Hernia. 
Tanner, N. C., Lancet. 2:1050, 1955. 

The mere discovery of a hiatus hernia, 
with or without reflux, is not an indication 
for operation in the middle-aged or elderly. 
In the young, there is something to be said 
for repair in order to prevent loss of respira- 
tory efficiency and safeguard against esopha- 
gitis. Medical management of the middle- 
aged or elderly patient should first be tried 
by treating obesity, advising the patient to 
avoid tight belts or corsets, to avoid stooping 
and to learn to sleep in the sitting position. 
A regime similar to that for peptic ulcer 
should be followed and reassurance given. If 
medical management fails or stenosis, esopha- 
geal ulceration or bleeding occurs, operation 
is indicated, as well as in massive hernia as- 
sociated with breathlessness or cardiac em- 
barrassment; recurrent gastric obstruction 
in the sac; acute emergencies, e. g., acute in- 
testinal obstruction in the sac or ulcer per- 
foration; association with cancer of the 
cardia. Operation is also indicated if there 
is an associated gastric, duodenal or stomal 
ulcer, or if there are gallstones. It is neces- 
sary to find out by roentgen and esophago- 
scopic study whether the esophagus is ulcer- 
ated, shortened, stenosed or fixed, and it is 
important to measure its length and judge its 
elasticity. If the patient has an active duo- 
denal or stomal ulcer as well as a hiatus 
hernia and complains of heartburn, it has 
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been proved best to do a partial gastrectomy. 
In young and slender patients, repair of the 
hernia should be done also. If gallstones are 
present, cholecystectomy with repair of the 
hiatus hernia is’ necessary. If there is an 
active esophageal ulcer any repair must be 
carried out transthoracically, for it is possi- 
ble to perforate the ulcer during esophageal 
manipulation. If stenosis is present, resec- 
tion of the stricture and at least the upper 
half of the stomach, with an esophagogastric 
anastomosis, is preferred despite the theo- 
retical disadvantage that reflux continues. 
Esophagitis does not recur, and the fibrotic 
gullet holds the stitches well. In unfit pa- 
tients, reduction of gastric acidity by means 
of a lower partial gastrectomy of the Polya 
type is done, and if this does not give com- 
plete relief a course of bouginage is insti- 
tuted. In the true congenitally short esopha- 
gus with mucosa of the gastric type in its 
lower portion, resection of the stricture and 
the upper half of the stomach is most satis- 
factory. The abdominal approach for repair 
of hiatus hernia is preferred, because the de- 
gree of herniation can be judged more ac- 
curately. The stomach is more likely to be 
present in the sac, and the true size of the 
hernia is easily ascertained. Diagnosis of ac- 
cessory conditions is facilitated and handled. 

Twenty per cent of the author’s patients 
needed an operation on the gallbladder or the 
stomach, and often this was more important 
than the operation on the hiatus. The pres- 
ence of penetrating ulceration, severe shorten- 
ing or stricture, or malignant disease in the 
cardial region are all contraindications to ab- 
dominal repair of a hiatus hernia. A high 
midline or right paramedian incision is made, 
extended to remove the xiphoid and occasion- 
ally to incise the sternum up and into each 
fourth intercostal space. The left lateral 
hepatic ligament is divided, and an incision 
is made through the peritoneum and the 
phrenoesophageal ligament so that the hernia 
sac can be withdrawn from the mediastinum 
from the mediastinal side. Margins of the 
hiatus are carefully cleaned of all fatty and 
loose fascia and peritoneal tissue, so that, 
after placing the finger on the mediastinal 
surface of the hiatus, the surgeon can place 
his sutures to imbricate the right margin 
over the left behind or in front of the gullet. 
The anterior sutures should be continued up- 
ward to the fibrous part of the diaphragm. 
The hiatus is closed very snugly around the 
esophagus; then sutures are placed between 
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the fascial tissue around the cardia and the 
fascia under the diaphragm, and tied. Often 
the lower part of the esophagus has been com- 
pletely replaced above the level of the dia- 
phragm; this, in effect, replaces the esopha- 
gus exactly where it should be. If relapse is 
going to occur, it usually does so within the 
first year. The roentgen and clinical indica- 


tions of cure usually coincide. 
WARREN A. YEMM, M.D. 


The Billroth I and Polya Operations for 
Duodenal Ulcer. Golighter, J. C.; Moir, P. J., 
and Wrigley, J. H., Lancet 1:220, 1956. 

The Billroth I resection, even when exten- 
sive, is an unsatisfactory operation for duo- 
denal ulcer. After this operation the recur- 
rence rate (up to 17 per cent on a three-year 
follow-up) is much higher than that after the 
Polya operation (2 per cent). Except for 
biliary regurgitation, the Billroth I operation 
is no less likely than the Polya operation to be 
followed by postgastrectomy symptoms not 
due to recurrent ulceration. 

The functional condition of the patient 
after a Billroth I resection is slightly worse 
than after the Polya operation. 

Sometimes the Billroth I method is not 
technically feasible, and if an attempt were 
made to enforce it routinely in all cases of 
duodenal ulcer the operative mortality rate 
might well increase. 

The authors see no reason whatever for 
using the Billroth I resection as a primary 
operation for duodenal ulcer when one so ex- 
cellent as the Polya operation is available. 
They admit, however, that for the occasional 
case of very severe bilious vomiting after a 
Polya gastrectomy for duodenal ulcer it may 
be justifiable to convert the anastomosis to 
one of the Billroth I type and accept the in- 
creased risk of recurrent ulceration in order 
to eliminate this incapacitating symptom. 

WILLIAM E. Nort, M.D. 


Interpretation of Intravenous Cholangio- 
gram. Wise, R. E., and O’Brien, R. J., 
J.A.M.A. 160:819, 1956. 

Intravenous cholangiographic study is a 
relatively safe procedure that is indicated 
for examination of the patient with recurrent 
or new symptoms referable to the biliary 
tract after cholecystectomy. 

More widespread use and further knowl- 
edge will lead to a more accurate evaluation 


of the postcholecystectomy syndrome. 
EDMUND LISSACK, M.D. 
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A propos des syndromes multicarentiels 
des gastrectomies pour ulcéres (On the De- 
ficiency Syndromes Following Gastrectomy 
for Ulcer). Morin, M.; Graveleau, J. C., La- 
fon, J.; Labet, R., and Perol, R., Presse Méd. 
86:1798, 1955. 

The postgastrectomy deficiency syndrome 
may appear immediately after the operation, 
but as a rule it develops after a few months 
or years. 

There is a net male predominance: 14 men 
as against 1 woman in the authors’ series. 
This they explain not only by the predomi- 
nance of peptic ulceration in men but also by 
their higher alcohol intake. 

General debility — asthenia — is the most 
constant, early and striking symptom. Weight 
loss, which may be considerable is sometimes 
masked by edema. Anorexia and diarrhea 
are marked. Pain is not a habitual symptom. 
The teguments present atrophic changes. 

Hemoglobin and blood cell counts are very 
low. 

Metabolic disturbances are very frequent. 
There is a fall in the level of blood proteins. 
The blood sugar content may be normal or 
low; glycosuria may be present. In fact, many 
patients in the authors’ series were referred 
to the hospital with the diagnosis of diabetes. 
Induced hyperglycemia gives readings that 
differ from the normal curves. 

Tests of total blood cholesterol or serum 
lipoids and other liver function tests do not 
seem to yield valuable information. In 12 of 
the 15 patients investigated there was marked 
hepatomegaly. In 14 cases, microscopic ex- 
amination of the liver showed three principal 
types of modifications: steatosis, cirrhosis 
and siderosis. Excellent color photomicro- 
graphs illustrate these conditions. 

Endocrine exploration may show a fall in 
17-ketosteroids. 

The clinical picture is that of undernourish- 
ment. 

There is no strict parallelism, but there is 
a frequent coincidence between the post- 
gastrectomy deficiency syndrome and the 
dumping syndrome. The treatment of both 
conditions is, unfortunately, quite confusing. 

S. A. GUEUKDJIAN, M.D. 


La photographie laparoscopique (Laparo- 
scopic Photography). Calame, A., Presse 
Méd. 86:1848, 1955. 

Laparoscopic investigation is becoming 
more and more widespread in its use as a 
valuable diagnostic procedure. It renders pos- 
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sible the visual appreciation of certain intra- 
abdominal conditions, particularly diseases of 
the liver, hepatic metastases and intraperi- 
toneal adhesions. It may thus often replace 
the more major procedure, laparotomy. Fur- 
thermore, a biopsy specimen taken through 
the laparoscope will furnish important his- 
tologic information. 

The author describes a personal method of 
taking laparoscopic photographs with an 
original instrument. The main difference re- 
sides in the camera and the lighting arrange- 
ment. The camera has a “reflex vision,” and 
the prism is of clear rather than ground 
glass. The main feature, however, is the 
lighting system, which consists of an elec- 
tronic tube with a 1000-volt cold lamp emit- 
ting an extremely luminous flash. These have, 
for the first time, made possible instantaneous 
photographs taken in 1/800 of a second, and 
excellent pictures can be obtained not only in 
black and white but in color. The technical 
points are described in detail, and those who 
are interested in endoscopic photography will 
be well advised to refer to the original work. 

Excellent laparoscopic photographs in color 
enrich this article. The method might easily 
be used in endoscopic studies elsewhere, such 
as the larynx, the stomach or the rectum. 

S. A. GUEUKDJIAN, M.D. 


Treatment of Choice in Hydatid Disease 
of the Liver. Mayner, C., Cir. Ginecol. y 
Urol. 9:82, 1955. 

The most widely utilized treatment in the 
evacuation of hydatid cysts of the liver is the 
classis technic of marsupialization. The au- 
thor states that the results obtained by this 
method are not always satisfactory. When it 
is feasible, he says, the ideal method is partial 
hepatectomy with extirpation of the cyst. The 
dangers of marsupialization with subparietal 
closure are emphasized, as are the poor re- 
sults that follow the use of this procedure. 

In some cases the walls of the cyst are so 
thin that evacuation of the cyst may be fol- 
lowed by approximation of the walls. There 
are other cases in which the cyst has become 
calcified and is discovered accidentally by 
roentgen examination. Such cysts are left 
alone; no surgical attempt is made to remove 
them. 

Today, in spite of all the advances in sur- 
gery, there are many types of hydatid cyst 
that present a great problem to the surgeon. 

MarRK K. NETTLES, M.D. 
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Nuevo Tratiamento de Fracturas (A New 
Treatment of Fractures). By Jorge Garcia 
Leon, 

A technic is described in which acrylite is 
used as a sleeve in the treatment of fractures. 
An open reduction is done, and an assistant 
prepares a paste of acrylite that is placed 
about the fracture site, both above and be- 
low, in the form of a sleeve. Great care is 
taken that the paste does not enter between 
the fragments, as it will prevent union. 

Originally the author molded the paste by 
hand about the fracture site. This method 
was unsatisfactory, so the author developed a 
bivalved clamp in order to produce the sleeve 
effect without any difficulty. At the time of 
application the paste is of the consistency of 
rubber; within ten minutes it hardens com- 
pletely. 

This method was first used experimentally 
on dogs, with good results. The author has 
used it in the treatment of fractures and in 
cranioplasties and arthroplasties. The ad- 
vantages claimed for the method are as fol- 
lows: (1) it does not interfere with osteo- 
genesis; (2) it does not cause any necrosis 
in the bone; (3) there is efficient fixation of 
the fragments, and (4) there is accelerated 
healing. 

MarRK K. NETTLES, M.D. 


The Surgical Treatment of Hydrocephalus 
Not of Termaral Orgin: Results of One 
Hundred Operations. Obrador Alcolde, S., 
Cir. Ginec. Urol. 9:65, 1955. 

Many technics have been employed in treat- 
ing this condition, with almost uniformly 
disappointing results. In the present series 
of cases a few are reported in which the pa- 
tient was free of symptoms. In most cases, 
however, the end results were discouraging. 

For infantile hydrocephalus the immediate 
postoperative mortality rate was 25 per cent. 
The survivors manifested severe neurologic 
and mental effects which, in the majority of 
cases invalided them. 

The adult type was studied in 23 cases, in 
all of which there were definite signs of in- 
tracranial hypertension. The results of surgi- 
cal intervention were extremely discouraging. 

Early diagnosis and treatment, plus a bet- 
ter understanding of the pathologic mechan- 
isms, may produce better results in the 
future. 


MarK K. NETTLES, M.D. 
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Continuous Intragastric Milk Drip in 
Treatment of Uncomplicated Gastric Ulcer. 
Doll R.; Price, A. V.; Pygott, F., and Sand- 
erson, P. H., Lancet 1:70, 1956. 

The value of continuous intragastric milk 
drip in the treatment of gastric ulcer has 
been investigated by means of a controlled 
trial that covered 164 inpatients in two hos- 
pitals. For 40 patients the drip consisted of 
6 pints of milk per day without any added 
alkali; for 40 others, 40 Gm. of sodium bi- 
carbonate was added to each 6 pints of milk, 
and for 2 the dose was increased to 80 and 
140 Gm. respectively. 

The proportion of ulcers that healed in the 
course of a month was identical in the two 
treatment groups (20/82). 

The impression was that pain was relieved 
more rapidly with the milk drip than without 
it; and an alkalinized milk drip is considered 
a useful adjunct to the standard treatment 
me patients whose pain persists after rest in 

d. 

Patients given milk drip gained, on the 
average, more weight than did patients not 
given the drip (7 pounds as compared with 
8 pounds and 8 ounces), and a slight advan- 
tage (15 ounces) was preserved two to three 
months after discharge. 

WILLIAM E. Nortu, M.D. 


Conceptos Histopatologicos Referentes al 
Tratiamento del Cancer Prostatico (Histo- 
pathologic Concepts of the Treatment of 
Prostatic Carcinoma). De la Pena, A., and 
De Castro, F., Mem. & Bull. Soc. Internat. de 
Urol. (Proceedings of the Tenth Congress of 
the International Society of Urology, Athens, 
Greece, April 10-18, 1955.) 

By comparing present clinicostatistical 
knowledge with historical observations, one 
can infer that as yet there is no efficacious 
curative therapy available for cancer of the 
prostate. 

There are many unresolved questions in the 
nosologic aspect of prostatic carcinoma. It 
would be indispensable, on the one hand, to 
make an early and unquestionable diagnosis, 
since the axiom “to cure is to diagnose early 
and positively” illustrates, in this instance, 
the most striking expression of human limi- 
tations. On the other hand, it would be ideal 
to arrive at a histoclinical classification based 
on the degree of malignancy of the different 
types of neoplasm, especially with regard to 
their capacity for growth and diffusion. Once 
these two aims were achieved, future sta- 
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tistics would probably be congruent and ac- 
ceptable; they would produce data on the 
efficacy of the different therapeutic variants, 
clarifying the palliative effect of some and 
testing whether in fact they prolong the life 
of the patient with cancer. 

The current histopathologic criterion at- 
tributes greater malignancy to the anaplastic 
type of carcinoma, either small-celled or large- 
celled, which manifests a greater degree of 
aggressiveness than do the adenocarcinoma 
and the malign adenoma. It must not be for- 
gotten, however, that the adenocarcinoma can 
change toward the undifferentiated type dur- 
ing its infiltration process. 

In view of the structural modifications 
achieved with estrogen therapy, it appears 
that the most sensitive neoplasm is the adeno- 
carcinoma, the sensitivity of its anaplastic 
variant being nil. The response of those sen- 
sitive to estrogen, although variable in cases 
_ of that type, consists principally in regression 
of the inflammatory processes; a tendency 
toward differentiation of the neoplastic ele- 
ments, and diminution of mitotic activity, the 
cells becoming more stable but continuing to 
foster a potential malignant change that will 
reappear at a given moment, becoming inde- 
pendent of the estrogenic attack. 

Briefly, the following conclusions seem jus- 
tified: 

1. There is no sufficiently early or credible 
means of diagnosis that might permit the 
indication and performance of a guaran- 
teed therapeutic procedure. 

2. The questionable aspect of many preop- 
erative diagnoses is revealed in the fact 
that biopsy and radical exeresis tests oc- 
casionally show simple inflammatory proc- 
esses. 

8. There are no precise histopathologic data, 
nor is there a systematic micromorpho- 
logic classification of the lesions that 
might permit an estimate of the efficacy 
of the various therapeutic methods now 
available. 

4. There is no unanimous agreement as to 
the point of origin of cancer, though 
when the onset is coexistent with benign 
adenomyoma it appears with a certain 
regularity in the so-called surgical cap- 
sule, most frequently in its caudal part. 
In the face of a high incidence, this would 
require that nothing other than radical 
prostatic vesiculectomy be performed. 

5. Pure malign adenomas may coexist with 
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ABSTRACTS 


surgical capsules that are undamaged. 
The lack of unity as to the histopathologic 
criterion seems, at present, insuperable. 
The distinct evolution of the histologic 
type makes the clinical and therapeutic 
theories absolutely fallacious, as a result 
of which the majority of the statistical 
data are incongruous and inaccurate. 
The various histologic forms—potentially 
malign adenomyomas, adenocarcinomas of 
the surgical capsule and anaplastic car- 
cinomas—respond in various ways to con- 
temporary methods of treatment. 

The authors’ own histologic observations, 
together with those of writers in other 
countries, prove that the antiandrogenic 
attack is still doubtful, considered purely 
from the aspect of the tissues. 

The histologically much differentiated neo- 
plasms do not permit the least therapeutic 
hope, even of palliation, and are extremely 
estrogen-resistant from their onset. 

The adenocarcinoma in a relatively wide 
group respond temporarily to castration 
and estrogen therapy. 

The nosologic aspects of this therapeutic 
method are still in confusion, and its 
value as an ex-jubantivus test is nil. 
The response of the tissues to estrogen 
therapy is signified by (1) a tendency 
toward slowing up of the evolutionary 
process; (2) diminution of mitotic ac- 
tivity, and (3) volumetric cellular nor- 
modifferentiation, which is manifested 
in all the elements of the neoplasm. 
Intravenous massive estrogenic therapy 
does not seem as efficacious as do the other 
forms, and it is possibly more dangerous 
(hepatitis, etc.). 

Any attempt to resensitize the tissue 
structures once they have reached the 
estrogen-resistant stage is apparently 
useless and harmful. 

Exeresis of the organs of androgenous 
substitution (adrenal glands, hypophysis, 
etc.), apart from being a dangerous pal- 
liative measure, has not yet passed the 
experimental stage. Through its results, 
and through subjecting the patient to an 
endless and costly pharmacologic slavery, 
such measures are going through a period 
of negativism. 

Radical prostatovesicular surgical inter- 
vention, now extensively used and readily 
available, does not seem really efficacious. 
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18. It is not yet possible to perform a radical 


prostatectomy to prevent the evolution of 
a prostatic cancer in the remaining gland- 
ular elements, on account of the risks and 
the morbidity rate (definite incontinence 
and impotence). 

. All physiotherapeutic or chemotherapeutic 
measures that have been widely employed 
fail to leave any basis for a _ possible 
cure. 

. The evolutionary potentiality in each case 
is dependent on an equation of which the 
neoplastic type, the hormonal balance and 
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the individual capacity for reaction to the 
various therapeutic methods are unknown 
quantities. 

As long as there is a large number of 
cases in which a relatively favorable spon- 
taneous evolution may be possible, all 
clinical deductions can prove fallacious. 


. The arbitrariness of the methods em- 


ployed and the diversity of the various 
clinical criteria prove that the therapeutic 
aspects of prostatic cancer is still to be 
clarified. 
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3. Behrman, H , Combes, F. C., Bobroff, A., a Leviticus, R.: Ind. Med. & hog 18: 512, 1949. 
4, Turell, R.: York St J. M. 50:2282, 
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BRAND OF MECLIZINE HYDROCHLORIDE 


BONAMINE is also valuable for the preven- 
tion and treatment of vertigo, nausea and 
vomiting associated with labyrinthine and 
vestibular disturbances (Méniére’s syn- 
drome, cerebral arteriosclerosis, streptomy- 
cin toxicity, fenestration surgery, following 
radiation therapy). Longest acting among 
motion-sickness remedies, a single dose of 
BONAMINE is usually effective up to 24 hours. 


BONAMINE TABLETS, 25 mg., scored, tasteless. 


BONAMINE CHEWING TABLETS, 25 mg., pleas- 
antly mint flavored. 


*Kinney, Joseph J.: J. M. Soc. New Jersey 52:128 (March) 1956. : 
+Trademark 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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more effective than one 
@, or two pints of tap water 
X or salt solution 


FLEET’ENEMA 
Disposable Unit 


“Squeeze bottle” sized for easy one hand adminis- 
tration . . . distinctive rubber diaphragm controls 
flow, prevents leakage . . . correct length of rectal 
tube minimizes injury hazard ...each unit con- 
tains, per 100 c.c., 16 gm. sodium biphosphate and 
6 gm. sodium phosphate . . . an enema solution of 
Phospho-Soda (Fleet)... gentle, prompt, thorough 
... and less irritating than soap suds enemas. 


Established 1869 
c. B. FLEET CoO., INC., LYNCHBURG, VIRGINIA 
Makers of Phospho ® Soda (Fleet), a modern laxative of choice. 
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For the “Tuberculosis Therapy Team” 


The SURGERY 
TUBERCULOSIS 


By JAMES H. FORSEE, A.B., B.S., M.D., F.A.C.S., F.A.C.P. 


Colonel, M. C., U. S. Army; Chief, Surgical Services, Fitzsimons Army Hospital, 
Colorado. 


his is the first book devoted exclusively to this subject, based on American exper- 

tence, in fifteen years! “In the short period since the end of World War II 

there has been practically a revolution in our thinking about the performance 
of direct surgical procedures for the purpose of removing the diseased portion of 
the lung.” Thus does Dr. Evarts A. Graham preface his remarks in his Foreword 
to this comprehensive book. 


From an extensive experience, supplemented by an abundance of clinical material 
from the Fitzsimons Army Hospital, Dr. Forsee has written a full and authoritative 
presentation of the advances in surgery of pulmonary tuberculosis since the advent 
of streptomycin and other antibiotics. His book reflects clearly the completely 
altered treatment of the disease and brings to an immediate realization the long- 
sought goal of the effective surgical removal of tuberculous lung tissue. The text is 
divided into three sections: Principles in the Application of Surgery in Pulmonary 
Tuberculosis; Operative Surgical Procedures; and Experience with Surgical Ther- 
apy in Pulmonary Tuberculosis. 


For surgeons, the complete details of operative technics, procedures and pre- and 
post-operative management are enhanced by proper timing of surgical intervention. 
Phthisiologists and internists will detect a surgical approach which stresses medical 
aspects and essentiality of the mutual efforts of surgery and medicine to further 
improve the therapy of pulmonary tuberculosis. Pathologists will appreciate the 
correlation of pathological findings of the surgically removed lung tissue, with indi- 
cations and timing of surgery. Roentgenologists will find their interests and efforts 
encouraged by the detailed appraisal of clinical and pathological features. 


208 Pages. 59 Illustrations, 1 in Color. 11 Graphs, 46 Tables. $6.50. 
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His Best Friend Can't Tell 


Your patients gain confidence in 
their public life knowing that 
others won’t notice the artificial 
eye. They avoid feelings of inferi- 
ority in their personal life when 
best friends can’t tell the differ- 
ence. 


Let our 105 years’ experience help 
you perfectly match your patients’ 
eyes. Our experienced men visit 
most areas regularly to fit your 
patients, custom-make eyes to 
match, and offer you technical as- 
sistance on difficult cases. Call or 
write our nearest office. 


> 

®@ Selections from stoc 
Complete @ Eyes sent on memorandum 
same day order received 


Glass ®@ Damaged or broken eyes 
accurately matched 


ANd Plastic. | ritted to ott types of 


motility implants 


Artificial Eye imptens, 


7 X-Ray therapy shields, 

Service foreign body locators 
Superior Quality — 

Finest Workmanship 


Mager and Gougelman tnt. 


Serving the Profession Since 1851 


30 .N. Michigan Ave. 510 Madison Ave. 
Chicago 2, Illinois New York 22, N.Y. 
CLEVELAND DETROIT KANSAS CITY 


MINNEAPOLIS ST. LOUIS 
BOSTON PHILADELPHIA PITTSBURGH WASHINGTON 


CRANIAL TREPANATIONS 
IN THE PRE- 
SPANISH ERA OF PERU 


(Las Trepanaciones Craneanas en el Pert 
en la Epoca Pre-Hispdnica) 


Prof. Dr. Francisco Grafia, M.D., F.I.C.S. 

(Hon.), Esteban D. Rocca, M.D., F.I.C.S. of 

the Medical Faculty of Lima, Peri, and Luis 
Granta R., M.D. 


CHAPTER CONTENTS 


Chapter I —Historical Survey 
(Resefia Histérica) 


Chapter II —Materials for Study 
(Material de Estudio) 


Chapter {II]—Surgical Procedures 
(Procedimientos Quirtrgicos) 


Chapter IV—The Concept of Etiopathogen- 
esis 
(Conceptos Etiopatogénicos) 


Chapter V —Our experience in craniotomy 
with primitive Peruvian sur- 
gical tools 
(Nuestra experiencia en crani- 
ectomia con instrumental pre- 
colombino) 


Chapter VI—Comments (Comentario) 
Other Examples (Otros Ejemplares) 
References (Bibliografia) 


In this well documented and _ illus- 
trated archeological, historical and ex- 
perimental study, Prof. Dr. Francisco 
Grafia and collaborators present, for the 
first time, the results of a painstaking 
research into the long-debated topic of 
craniotomies among the early inhab- 
itants of Peri. In orderly archeological 
and medical sequence, the authors grad- 
ually lead to the climax of an actual 
craniotomy on a patient using ‘surgical 
tools more than 2,000 years old, reveal- 
ing their surprising usefulness and sur- 
gical flexibility. 

Price $7.50 in the United States and Canada 
Printed in Spanish 


Obtainable from 
T. H. McKENNA, INC. 
882 Lexington Avenue 
New York 21, N.Y., U.S.A. 


.. 
; 


W Peach-flavored, 


peach-colored, newest 
liquid form of the 
established broad- 
spectrum antibiotic... 
TERRAMYCIN®t 

125 mg. per 5 ce. 
teaspoonful; 

specially homogenized 
for rapid absorption; 
bottles of 2 fl. oz. 

and 1 pint, packaged 


ready to use. 


Peaches provide the 
delightful new 


TERRABON 


BRAND OF OXYTETRACYCLINE HOMOGENIZED MIXTURE 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. Pfizer 


*Trademark tBrand of oxytetracycline 
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BETTER 


results are obtained 

with STERANE'—8 to 5 
times more active than 
hydrocortisone or cortisone. 


BREATHING 


capacity is greatly enhanced. 
“Relief of symptoms is more 
complete and maintained for 

longer periods with relatively 
small doses.’” 


BALANCE 


of minerals and fluids usually 
remains undisturbed. This 
proves “especially advan- 
tageous in those patients with 
cardiac failure requiring 
therapy...’ 


in bronchial asthma 


tera 


brand of prednisolone 


Supplied: White, 5 mg. oral tablets, 
bottles of 20 and 100. Pink, 1 mg. 
oral tablets, bottles of 100. 

Both deep-scored. 


1. Johnston, T, G., and Cazort, A. G.: 
J. Allergy 27:90, 1956. 2. Schwartz, E.: 
New York J. Med. 56 :570, 1956. 

3. Schiller, I. W., et al.: J. Allergy 
27:96, 1956. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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Effective orally as well as parenterally 


with relief lasting six to eight hours 


Levo-Dromoran ‘Roche' is the most potent 


narcotic-analgesic presently available, 
as effective by mouth as by injection, 


and can therefore simplify nursing care, 


Has a margin of -safety approximately 


equal to that of morphine, but with less 


tendency to induce constipation. 
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Visitors permitted 
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Your patients on Gantrisin can usually look forward to rapid 


zhele 


S 
the dangers 
all ages. A wide rang 


of sensitization 
ated By pa - 
of pathogens are susceptible to this 
SOLUBLE, Wide-spEectrum sulfonamide. 
Hoffmann - La Roche Inc 


Nutley + NJ. 
[ } 


Gantrisin® 'Roche' - brand of sulfisoxazole 
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COOK COUNTY 
GRADUATE SCHOOL OF MEDICINE 


INTENSIVE POSTGRADUATE COURSES 
STARTING DATES — SUMMER & FALL, 1956 


SURGERY .... . Surgical Technic, Two Weeks, July 23, August 6 

Surgical Anatomy & Clinical Surgery, Two Weeks, September 24 

Surgery of Colon & Rectum, One Week, September 17 

General Surgery, Two Weeks, September 10 

Thoracic Surgery, One Week, October 1 

Esophageal Surgery, One Week, September 24 

Breast & Thyroid Surgery, One Week, October 22 
GYNECOLOGY & Fractures & Traumatic Surgery, Two Weeks, October 15 


OBSTETRICS . . . Obstetrics & Gynecology, Three Weeks, October 22 
Office & Operative Gynecology, Two Weeks, September 17 
: Vaginal Approach to Pelvic Surgery, One Week, September 10 
MEDICINE .. . . Electrocardiography & Heart Disease, Two-Week Basic Course, July 9 
Internal Medicine, Two Weeks, September 24 
Gastroscopy & Gastroenterology, Two Weeks, September 10 
Gastroenterology, Two Weeks, October 22 
Dermatology, Two Weeks, October 15 
RADIOLOGY . . . Diagnostic X-Ray, Two Weeks, September 17 
Clinical Uses of Radioisotopes, Two Weeks, October 8 
UROLOGY .. . . Two-Week Course, October 8 
Cystoscopy, Ten Days, by appointment 


TEACHING FACULTY — ATTENDING STAFF OF COOK COUNTY HOSPITAL 
ADDRESS: REGISTRAR, 707 South Wood Street, Chicago 12, Illinois 


Qualified Fellows 


may purchase this official PLAQUE supplied 
in three styles. 
a. Embossed Bronze (see photo) 
b. Embossed Bronze set in wood frame.. 
With engraved name plate 
c. Cast Bronze mounted on wood plaque 45.00 


(c. includes your name cast in bronze, similar in design, with 
lower inscription omitted.) 


HURUBG 


Postage paid on all orders accompanied by remittance. 

When ordering PLAQUE please state preference 
Ole OC 
Kindly order on your professional letterhead 
giving date when you were inducted into Quali- 
fied Fellowship in the International College of 
Surgeons 


x 15 | Correspond with 


ART METALS COMPANY, INC. 


Manufacturers 
817 WEST MARKET STREET e LOUISVILLE 2, KENTUCKY 
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 PELLOW 
NATIONAL COLLEGE | 
COMMON BOND AMOS 
STANDARDS IN 
THEROUGHOUT THE 
NATIONALITY, CREY 
: 


Closing date JULY 10, 1956 


of the 


JOURNAL OF THE 
INTERNATIONAL COLLEGE OF SURGEONS 
Distribution 11,000 Copies 


Mailed to members of the International College of Surgeons, and 
subscribers in the United States, Canada, Mexico, South American 
countries, Continental Europe, Philippines, India and the Far East. 
In addition a complimentary distribution to surgeons, physicians, and 
visitors at the meeting of the 


The Twenty-First National Congress 
of the 
UNITED STATES AND CANADIAN SECTIONS 


International College of Surgeons 


Palmer House—Chicago, Illinois 
September 9, 10, 11, 12, 13, 1956 


Trade news will be accepted—No advance in advertising rates. 


Circulation breakdown, Rate Card and other detailed information from 
Joseph J. Boris — Circulation Manager 
Journal, International College of Surgeons 
10 Columbus Circle 
New York 19, N. Y. 


the Assembly Issue 
a\i 


Atlas of Rush Pin Technics 


by LESLIE V. RUSH, M.D. 


A New Concept 
of Fracture Treatment 


WHAT THEY SAY: 


. . . Certainly both the book and its subject, the Rush Pin, can be highly recom- 
mended for detailed study by all who are called upon to treat fractures frequently. 
—Journal of International College of Surgeons 


. . » This book has a definite place in a reference library on the treatment of frac- 
tures, and the principles shown in it are recommended if the pitfalls that one may 
encounter are remembered. The book is excellently made up, the printing is of a 
good size for easy reading, and the drawings and roentgenograms make the book 
almost self-explanatory. 

——Journal of the American Medical Association 


| [THE BERIVON 


227 Pages 895 Illustrations 
PRICE $15.00 MERIDIAN, MISs. 


NEW, IMPROVED 
“R65 


Dissecting Scissors With Sure- 
Cutting Tungsten Carbide Blades 


by Richard F. Murphy, M.D. 
CHICAGO 


R65 stainless steel scissors with hard tungsten in- oath oe METZENBAUM Tonsil Scissors, each 
15.30. Im dozen lots, each $12.75. 
serts as cutting edges are being used to cut fascia, $U-1803 —-MAYO Dissecting, eweight, 54%” length, 


peritoneum, muscle, scar tissue, cartilage, uterus, fom, $11.25. 
ligamentous tissue, silk and catgut suture mate- $U-1804 — MAYO Dissecting, straight, 63/4” length, 
rials. After hard usage the instruments remain each, 50. | lots, each $12. 
sUu-1813 — issecting, curv 5¥2” length, 
? $U-1814 — MAYO Dissecting, curved, 634” length, 
placing. each $15.50. In dozen lots, each $13.00. 


As described in Armamentarium Vol. Il, No. VI. 


330 South Honore Street 
Chicago 12, lilinois 
Rochester, Minn. ¢ Dallas, Tex. ¢ Houston, Tex. 
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The Journal of the 
International College of Surgeons 


Official monthly publication of the International College of Surgeons 


BOUND VOLUMES — BACK ISSUES 
AVAILABLE FOR IMMEDIATE DELIVERY 
COMPLETE VOLUMES 


Volume XI 1948 

XII 1949 2 
XIV 1950 2 
XV 1951 4 

$7.50 EACH VOLUME 

XxX 1953 g | AND COST OF BINDING 
XxI 1954 10 

XXII 1954 10 

XXIII 1955 10 

XXIV 1955 10 


Single issues from 1948 to 1955, inclusive, at $1.00 each. 


Journal, International College of Surgeons 
Circulation Department - 
10 Columbus Circle 

New York 19, N. Y. 


Please send me the following volumes, postpaid: 


State Volume number and year 


Please send me the following single issues, postpaid: 


Mail Bill 


(-] Check enclosed 


Dr 
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SURGEONS’ AIDS 


BY 
LEON A. FRANKEL, M.D., F.I1.C.S. 


(Presentation in this section does not imply 
endorsement by the International College of 


Surgeons.) 


PIERCE ILEOSTOMY AND 

WET COLOSTOMY SET 
An increasingly popular post-operative appliance for 
ileostomy and wet colostomy patients where ureters 
have been transplanted into a sigmoid terminal co- 
lostomy according to Dr. Alexander Brunschwig's now 
widely-used technic. Set ists of 2 seamless Latex, 
self-draining Bags with Face-plates which are “home- 
tailored" by the patient to exact stoma specifications 
for greatest comfort and for assurance of a leak-proof 
union when bag is cemented to the body; Belt As- 
sembly; 2 Tubes of Skin-Hesive with Brush; Benzine 
Dropper for Bag removal; and Bag Cleansing Brush. 


DEAN SUTURE DISPENSER 


An ultra-modern, practical and simple device that 
standardizes the many methods of dispensing sutures, 
thereby increasing efficiency and affording appreci- 


able savings in staff-time. Consists of a Stainless Steel 
Rack with 4 Tubes, Winder, Threader and Felt "Brake," 
is autoclaved as a unit in advance of need, and not 
only masters both curling spool or pre-cut wire or 
other sutures, but also dispenses 4 suture sizes in 2 
lengths of both stranded or monofilament sutures one 
at a fime from either end of the Rack. 


WHITMORE URETEROSTOMY SET 


An ingenious appliance which contributes greatly to 
patients’ general hygiene, comfort and convenience. 
A faster routine and increased cleanliness are attained 
through a unique Detachable Cap and Flange combi- 
nation which, when united, form an absolutely leak- 
proof union so designed that the Flange remains 
cemented to the body for an appreciable period 
while the Detachable Cap is snapped "off and on" 
as frequently as needed for tub baths and cleansing 
of both stoma and Cap. 


FOUNDATION ‘‘PLASTI-MESH” 


A new, inert implantation material of nylon-type plas- 
tic which has all the essential advantages of other 
types of reconstruction mesh and which supplies, in 
addition, the ultimate in softness, extreme liability 
and lete freedom from limpness. Sold in 23 sizes 
of Rectangles and Squares (2” to 10/2"); 18 sizes of 
Circles (2” to 10!/2” diameter); and 18 sizes of Ovals 
(2” by to 102” by 6-9/16”). All sizes and 
shapes, in both Regular and Light weaves, have inte- 
grated, hairline selvages, ready-made for suturing. 


The text material for these items was supplied by 
United Surgical Supplies Co., Mamaroneck, N. Y. 


DENTIFY YOURSELF 


WITH WORLD MEDICINE 


through 
THE WORLD MEDICAL 
ASSOCIATION 
by joining its 
UNITED STATES 
COMMITTEE, INC. 


(Approved by American Medical Association) 


i, 


Membership brings you... 


Certificate of Membership, your in- 
troduction card to 700,000 doctors 
of 52 nations joined in a world- 
wide movement for the highest 
possible level of health. 


The World Medical Journal, issued 


bimonthly, and all published stud- 


ies, with data nowhere else avail- 
able on scientific, economic, educa- 
tional and social world trends. 


. Letters of Introduction to foreign 


medical associations and their 
members, facilitating professional 
contacts, when you travel abroad. 


. A share in representing the inter- 


ests of the practicing physician 
before other international groups 
dealing with medicine. 


The satisfaction of sharing the ad- 


vantages of American medical 


progress with other lands and at 
the same time helping to protect 
the freedom of medicine. 


MEMBER 
$10.00 year 


LIFE MEMBER 
$500.00 (No further assessments) 


SPONSORING MEMBER 
$100.00 or more per year 


U.S. 


For further information 
please contact: 
DR. LOUIS H. BAUER 
Secretary-Treasurer 
Committee, inc., World Medical Association 


__ 10 Columbus Circle, New York 19, N. Y. 
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PUBLICATIONS 


The Journal. The Journal of the International College 
of Surgeons is one of the important surgical journals in 
the modern surgical world. The names of many of its 
contributors are world-famous. It is published monthly 
and offers from fifteen to twenty original scientific 
articles in each issue, all of which are summarized in six 
languages. In addition, it carries reviews of important 
new books and abstracts of the current surgical litera- 
ture. 


Any surgeon, whether or not a member of the College, 
is welcome to submit his work to the Journal. Indeed, 
although many of our regular contributors are Diplo- 
mates of the College, scarcely an issue appears without 
articles written by non-members as well. 


The Bulletin. Formerly the Journal also carried news 
of the College to all its members and friends. Lately, 
however, the need of Journal space for the immense 
number of valuable scientific papers submitted has led 
to the establishment of a supplementary monthly Bulle- 
tin for that purpose. 


A sample copy may be had on request. The subscription 
rate is $12.00 annually for 12 issues, published monthly. 


d 
Joseph J. Boris 
Circulation Manager 
10 Columbus Circle 
New York 19, N. Y. 


The Jewett Brace... 
f Or HYPEREXTENSION OF THE SPINE 
COMPRESSION FRACTURES and other cases requir- 


ing positive hyperextension such as Osteoporosis with 
Kyphosis, Adolescent Epiphysitis and Marie Struem- 
pell’s Spondylitis. 


Rigidly performs functions of body hyperextension cast; 
Charts and Instructions 
Upon Request locked on patient when adjusted to proper hyperexten- 
sion; not removed for bathing or sleeping; adjustable 
to physical changes, light, clean, sanitary, durable, con- 
ducive to physiotherapy and return to light duties. 


FLORIDA BRACE CORPORATION 


Box 1366, 1151 Harmon Avenue Winter Park, Florida 


OFFICIAL OUTFIT 


CHIRURGIEN 


FOR QUALIFIED FELLOWS AND ASSOCIATES 
(can also be worn at all academic functions) 
Custom made and Hand tailored 
for your lasting enjoyment 


CAP—maroon—four cornered with gold tassel 

GOWN—maroon—trimmed down front with green velvet panel 
that is edged with gold—sleeve bars of blue velvet 

HOOD—maroon—edged with green velvet and lined with the 
— of Surgeons’ color and a chevron of your own school 
colors. 


MEANING OF COLORS: 


Philosophy CAP AND GOWN $59.50 
Medicine CAP, GOWN & HOOD $75.00 


Write for complete information to 


BENTLEY & SIMON, Inc. 


7 West 36 Street, New York 18, N. Y., U.S.A. 
Est. 1912 
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APPLICATION FOR HOTEL RESERVATIONS 


THE TWENTY-FIRST NATIONAL CONGRESS 
of the 


UNITED STATES AND CANADIAN SECTIONS 
of the 


INTERNATIONAL COLLEGE OF SURGEONS 


PALMER HOUSE — CHICAGO 
Congress Headquarters 


September 9, 10, II, 12, 13, 1956 


Note: The headquarters hotel is reserving a sufficiently large block of rooms 
for those who will be attending the Congress. However, early reservations 
are necessary to hold this block of rooms. 


PALMER HOUSE 


Single Rooms Double Rooms Twin Rooms Parlor and Parlor and 


$8.50 and up $13.50 andup $14.00 andup | Bedroom 2 Bedroom: 
$27.00 and up $56.00 and up 


(1 person) (2 persons) 


Mail tc: ROOM RESERVATIONS | 


THE PALMER HOUSE 
CHICAGO 90, ILLINOIS 


Please make the following reservation for the 21st Congress of the International 
College of Surgeons: 


Parlor and Parlor and 
| Bedroom .........2 Bedrooms 


a.m. or p.m. a.m. or p.m. 


Please include the names of all persons who will occupy rooms requested 


Single Room ........Double Rooms ........ win Rooms 
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General Information 


The Journal of the International College of Surgeons is published by the 
International College of Surgeons as its official organ. It is a medium of 


publication for reports of research, clinical observations and experimental 
work in surgery. It serves also to acquaint members of the International 
College of Surgeons and all those interested in the advancement of surgery 
throughout the world with activities of the College, which was founded in 


EDITORIAL REQUIREMENTS. — The 
Journal of the International College of 
Surgeons does not limit publication of 
scientific material to Members and Fel- 
lows of the College. Original articles of 
scientific value are invited from all sur- 
geons, but they will be accepted only with 
the understanding that they are contrib- 
uted solely to the Journal. Nothing that 
appears in the Journal may be reprinted, 
either wholly or in part, without permis- 
sion, except for scientific reference pur- 
poses. The Journal is published under the 
supervision of the Publication Committee, 
who reserve the right to reject any mate- 
rial not deemed suitable for publication. 
The editors accept no responsibility for 
the opinions expressed by contributors; 
signed editorials are the opinions of the 
writer and do not necessarily reflect the 
views of the Officers of the College. No 
responsibility is assumed for the return of 
unsolicited manuscripts. 


MANUSCRIPTS.—Papers should be type- 
written, double spaced, with wide margins. 
When submitted, they must be accom- 
panied by a clear carbon copy, and, if the 
author wishes them returned if not pub- 
lished, by a self-addressed, stamped en- 
velope. It is also advisable that the author 
keep a carbon copy, as used manuscripts 
will not be returned. The author’s full ad- 
dress and his titles and degrees must ap- 
pear on the first page of the manuscript. 


Bibliographic references should follow 
the style of the Quarterly Cumulative In- 
dex Medicus of the American Medical As- 
sociation. All tables, charts and illustra- 
tions should be loose, not attached to pages 
of text material. 


Geneva, Switzerland, in 1935, and incorporated in Washington, D. C., 1940. 


ILLUSTRATIONS.—Photographic prints 
should be large, clear, on glossy paper and 
preferably mounted. Drawings and charts 
should be in india ink on white paper, 
without pencil shading. Negative prints 
of roentgenograms are preferred. All 
illustrations should be numbered and the 
top indicated. Each set should be accom- 
panied by legends numbered to correspond 
but on separate sheets. Points to be em- 
phasized should be clearly indicated for 
the benefit of the engraver. 


REPRINTS. — Articles published in the 
Journal are available. Prices are quoted 
upon application. 


Advertisements are submitted subject to 
approval of the Publication Committee. 


CORRESPONDENCE. — All inquiries 
pertaining to the Journal, to books or 
monographs for review, and to programs 
and reports of proceedings of societies, 
as well as all general correspondence, 
should be addressed to Dr. Maz Thorek, 
Managing Editor, Journal of the Interna- 
tional College of Surgeons, 1516 Lake 
Shore Drive, Chicago 10, I. 


Correspondence concerning subscriptions 
and advertising should be addressed to 
Joseph J. Boris, Business Manager, Jour- 
nal of the International College of Sur- 
geons, 1516 Lake Shore Drive, Chicago 
10, IUinois, or 10 Columbus Circle, New 
York 19, N. Y. 
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Associate Editor 
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Dr. Eurico Branco Ribeiro, F.I.C.S., newly elected President of the Brazilian Section. 
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Six years ago, at the end of 1949 and 
t! » beginning of 1950, the Journal of the 
I ernational College of Surgeons entered 
u on a new phase. Up to that time it had 
ben published on a bi-monthly basis. 
\\ th its issue of January 1950 it became 
a full-fledged monthly compendium of 
modern surgical thought, taking rank 
aiiong the first in its field. Less than four 
years had passed when, with the phe- 
nomenal growth of the College and its or- 
ganizational interests, another change be- 
came necessary: the addition of a bulletin 
to carry news of the College and its activi- 
ties throughout the world. 

Up to that time, organizational news 
had appeared in the Journal itself. That 
this was no longer adequate was obvious; 
the constantly increasing bulk of this ma- 
terial required more and more spdce as 
time went on, and it was not to be thought 
of that our vital scientific articles should 
meet with undue delay in publication. 
The number of these, too, was growing 
every day and with every meeting of the 
Congress, whether national, international 
or regional. Plans were made and carried 
out, therefore, to publish the Bulletin as 
a supplement. 

At first it was thought that this could 
be done on a bi-monthly basis—an opinion 
destined to a short life indeed, since in 
actual fact only three issues were so pub- 
lished! Early in 1954 the Bulletin also 
became a monthly publication. 

Needless to say, this required quick 
work and quick thinking. Quite as need- 
less to say, the College has never suffered 
from lack of either. The change was made 
so quietly and so swiftly that we doubt 
whether many of our subscribers even 
remember it. 


Comments by the Founder 


The Journal Advances Again 


i And now, at the 
beginning of an- 
other momentous 
_ year, we find our- 
> selves in need of 
still another change, 
' this time because of 
the recent intense 
interest within the 
© College in the or- 
ganization of spe- 
cialty Sections. At 
the Twentieth An- 
nual Congress of 
the United States and Canadian Sections 
in Philadelphia in September 1955, no less 
than eight Sections presented their own 
programs, in addition to the program of 
the General Assembly. All were brilliantly 
presented, more than justifying this 
method of approach. This was a climax of 
several years’ effort on the part of the 
surgeons concerned. 

The Journal, which is dedicated to the 
service of its contributors as well as of its 
readers in general, has tried to meet the 
growing need of the Sections for proper 
expression by devoting an occasional 
whole issue to one or another of them. 
This is no longer possible in justice to all, 
since there are now nearly as many Sec- 
tions as there are months in the year! 
Nor was it ever entirely satisfactory, 
since readers who send in their subscrip- 
tions for twelve issues per annum may 
reasonably expect to find in every issue 
something of interest not too far from 
their own fields of work. Furthermore, the 
“special issue” did not do full justice even 
to the Section concerned, since with the 
sbundance of fine papers that reach the 
Journal office daily there were always 


Dr. Max Thorek 
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some that had to be omitted for lack of 
“space. 

It appeared logical, therefore, to solve 
the problem by making every issue of the 
Journal a “special issue,” so to speak, by 
including specialized articles grouped un- 
der their own special headings. 

Under the new plan, the number of 
articles to appear under each heading is 
expected to be, in most issues, not less 
than two or more than three. Length and 
the number of illustrations, of course, will 
bear directly upon this, since it is a ques- 
tion of available space. 

It is our intention to have as many Sec- 
tions as possible represented every month. 
It is an old story, however, to those experi- 
enced in publishing, that contributions 
fluctuate. If in any one month no suitable 
articles should be available in any one 
specialty, the extra space will be distrib- 
uted among the others, and time and the 
natural course of events will strike a bal- 
ance. 

Your first 1956 issue of the Jowrnal, ac- 
cordingly, comes to you in its new form. 


We hope and believe you will find it mc e 
useful than ever. Those immediately ec - 
cerned with publication of the Journal a d 
Bulletin are constantly alert to new nee: s, 
whether within the organization or on a 
world-wide basis. For the Internatioial 
College of Surgeons these needs are in- 
tegrated; in whatever way the Sections of 
the College can serve the cause of science 
here and elsewhere, we wish to give them 
every opportunity. Our subscription list 
is long and growing longer, and it includes 
subscribers in every part of the civilized 
world. Contributors to the Journal, there- 
fore, are assured of wide dissemination of 
their ideas, discoveries and research re- 
sults. 

The Journal has made much progress in 
the past decade. We have reason to hope 
that this progress will continue in the 
next. The turn of the year is a good time 
for new beginnings, fresh interests and 
the good wishes that can do so much 
toward lifting tortured humanity toward 
the light. A happy and prosperous New 
Year to you all! 


March 1956. 


but are restricted to 16 mm. only. 


Saint Germain, Paris VI., France. 


‘February 20, 1956. 


Presse Médicale’? Award 


The Annual Prize for Medical-Surgical films, which comprises 100,000 francs in 
cash and various other awards, will be given during the last session of the Course 
in Present Trends in Medicine and Surgery at the Medical Faculty of Paris in 


Only unpublished amateur films, not subsidized or produced by any laboratory 
or firm, are eligible for entry. The jury will consider the didactic value of the film 
as well as its quality. Films may be in color or black and white, sian or sound, 


Applications should be sent without delay to La Presse Médicale, 120 Boulevard 


~ Special instructions will be given regarding the dispatch of the films, which 
should reach Paris before February 15, as the last entry will be admitted on 


From the Executive Director’s Notebook 


: The month of No- 
vember provided a 
» number of meetings 
of varying interest, 
ranging from the 


_ Assembly in Wash- 
- ington, D. C., to a 
s meeting with the 

Regent and his Cre- 

dentials Committee 

in Columbus, Ohio. 
It was my pleas- 
ure to attend the 

Military-Surgeons 
Meeting, an outstanding feature of which 
was the stress by the various departments 
on the urgent need for the recruiting of 
doctors for the Army, Navy and Air Force, 
with a view to a permanent career. This is 
a matter in which every member of the In- 
ternational College should interest himself, 
for if a nation—any nation—is to have a 
strong defense establishment, the health 
requirements must be adequately met, and 
this can be done only if there is a sound 
nucleus of permanent medical personnel. 
The cooperation of organized medical 
groups is a necessity. - 

After this meeting, your Executive Di- 
rector had the pleasure of attending the 
meeting of the Georgia State Surgical Sec- 
tion on November 9th. This was held by 
courtesy of Dr. A. Hamblin Letton, the 
Regent, in his beautiful home. The meet- 
ing was well attended, more than sixty 
being present. A full discussion was de- 
voted to methods of recruiting new mem- 
bers, and it was interesting to secure the 
views of the various Fellows on our new 
qualification standards. We can expect 
great progress in Georgia next year. 

The following day I flew to Mobile, Ala- 
bama, where the International College of 
Surgeons held its State Meeting in con- 
junction with the Mobile County Medical 
Society. Dr. Stephen A. Zieman, who was 
responsible for arranging the professional 
program, had done an outstanding job, 
providing a program of great interest. 


Dr. Ross T. McIntire 
F.A.C.S., F.I.C.S. 


Great credit should be given to those 
surgeons who were responsible for inform- 
ing the public of plans and proceedings 
before and during the meeting. It was my 
privilege to appear on several radio and 
television programs, and it was pleasant 
to have such fine cooperation from all of 
the radio and television stations. The 
newspaper coverage was excellent. 

Dr. Gilbert Douglas, Chairman of the 
Board of Regents, was present; adding 
much to the stature and success of the 
meeting. Dr. James O. Morgan, the Re- 
gent, was forced to cancel his attendance 
at the last moment because of an emer- 
gency at home. Dr. Jesse Reaves, the Vice- 
Regent, also contributed to the over-all 
success. This was my second visit to Ala- 
bama and my impression of the genuine 
hospitality extended by the people of that 
State is one that would be well worth 
emulating. I can recommend most highly 
future meetings of the Alabama State 
Section. 

From this exceptionally valuable meet- 
ing, I flew on to Columbus, Ohio, where I 
met with the Regent and members of his 
Credentials Committee at dinner on No- 
vember 11. We were extremely fortunate 
in having Dr. André Crotti, one of the 
grand old men of surgery, present. Dr. 
Crotti spoke informally on the early his- 
tory of the International College of Sur- 
geons and reviewed its aims, especially the 
one having to do with the improvement of 
international friendliness among surgeons 
throughout the world. His talk was most 
insviring and was beneficial to all present. 

Ways and means for establishing a bet- 
ter method of organizing the State of Ohio 
were discussed. The more effective use of 
Vice-Regents was an important topic. Dr. 
Abott, one of the most noteworthy young 
neurosurgeons of the United States, reflect 
great credit on the College. 

On returning to Chicago, the following 
days were spent in preparing for the Ex- 
ecutive Council Meeting, which was held 
on December 3. At this meeting, some 320 
applications were presented for action. 
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Pen Portraits of Distinguished Fellows 


of the 
International College of Surgeons 


José Soler-Roig, M.D., F.I.C.S. 


Dr. José Soler-Roig, the eminent Barce- 
lona surgeon, became acquainted with 
the work of the International College of 
Surgeons when he attended the Sixth 
International Assembly in Rome in May 
1948. He was greatly impressed with the 
program and achievements of the College 
and ever since has devoted his tireless ef- 
forts to support the ideals of the Interna- 
tional College. The College owes him a 
debt of gratitude for the great contribu- 
tion he has made to strengthening the or- 
ganization through his work in Spain. 

Born in Barcelona on Nov. 4, 1902, Dr. 
Soler-Roig, after completing his premed- 
ical training at the University, began his 
studies in the Faculty of Medicine, Bar- 
celona, in 1922. Competitive examinations 
qualified him for internship in the Depart- 
ment of Pathologic Anatomy in 1928, dur- 
ing which year he also published his first 
scientific paper on “Somatic Aspects of 
Some Mental Diseases.”” Between 1929 and 
1933, Dr. Soler-Roig worked as an auxil- 
iary professor, assigned to teach in the 
same department. He was named, in July 
1929, a medical assistant in the Second 
Service of the Cantonal Surgical Hospital 
of Geneva under Prof. Ody and, later in 
1929, he was named assistant to Dr. Rol- 
lier Leysin. He was assistant doctor in the 
Children’s Surgical Clinic of the Univer- 
sity of Munich under Prof. Drachter. 

Between September 1930 and May 1935, 
Dr. Soler-Roig published the following 
Scientific. papers: “Ars Medica,” “Rectal 
Anesthesia,” ‘‘Trigeminal Neuralgia,” 
“Surgical Treatment of Torticollis,” “In- 
frequent Localization of Osteomyelitis,” 
“Meckel’s Diverticulum,” “Surgical Treat- 
ment of Jacksonian Epilepsy,” “Surgical 
Anesthesia in Children,” “Iliac Psoas Ab- 


Dr. José Soler-Roig, F.I.C.S. 


scesses,” “Hyperthermia in Children,” 
“Surgical Treatment of Ischemic Volk- 
mann’s Retraction,” “Arterial Sympathec- 
tomy,” “Medullar Tumors,” “The Dandy 
Operation on Trigeminal Neuralgia,” “Os- 
teomalacia,” “Gastric Resection on Acute 
Perforated Ulcer,” “Lamiing durch Riick- 
enmark Tumor,” “Treatment of Congenital 
Luxation of the Hip,” “Hemophilia and 
Ischemic Retraction,” “Intratracheal An- 
esthesia” and “Surgical Treatment of Tri- 
geminal Nerve Neuralgia.” 

In June 1935 he was named resident 
surgeon at the Hospital de San Pablo, Bar- 
celona, after a competitive examination. 
In November he assisted Prof. Sauerbach 
in a course on thoracic surgery at Charity 
Hospital of Berlin. He published a report 
on “Reichel-Polya Gastric Resection” in 
January 1936. In November 1936, as a 
member of the Military Surgical Unit, he 
lectured at various hospitals during the 
Spanish Civil War on “Friedrich’s Technic 
in War Wounds,” “Delayed Plaster Ban- 
dages in War Wounds” and “Transporta- 
tion for Patients with War Fractures.” 
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Collaborating with Dr. Eastman Sheehan, 
Dr. Soler-Roig wrote on “Plastic Surgery 
of the Eyelids.” He was ultimately named 
Chief Surgeon of the General Plastic Hos- 
pital at San Sebastian. In January 1939 
he was promoted to the post of Chief Sur- 
geon of the General Military Hospital at 
Barcelona, at which post he served until 
1940 when he resigned from active service 
and returned to his civilian hospital at San 
Pablo. As a result of a competitive exam- 
ination, Dr. Soler-Roig was named Chief 
Surgeon of the Hospital de San Pablo in 
January 1947. Since then he has published 
two books on surgery, one on esophageal 
surgery, the other on rectal surgery. Both 
books have run into a second edition. 

Dr. Soler-Roig has been a Fellow of 
the International College of Surgeons since 
May 1948. He is also Honorary Member 
of Society Triveneta di Chirurgia and is in 
membership in Fundazione Mario Donatti 
and the Royal Academy of Surgery, Bar- 
celona. He is Vice-President of the Span- 
ish Section of the International College of 
Surgeons, Vice-President of the Surgical 
Society of Barcelona and Honorary Mem- 


ber of Societa Piamontese Chirurgia, So- 
ciete de Chirurgie de Lyon, Buenos Aires 
University and Societe de Chirurgie, Bor- 
deaux. 

A brilliant surgeon, Dr. Soler-Roig has 
a dynamic personality that inspires imme- 
diate confidence. His postgraduate courses 
have succeeded in creating an estimable 
reputation throughout the civilized world. 
He recently wrote that the new private 
clinic, for which he drew the plans and 
which he began to build two years ago, 
was completed in October 1955. A photo- 
graph of the clinic is reproduced at the 
bottom of the page. 

The four-story building was erected to 
accommodate twenty patients. The first 
story, partly underground and partly open, 
houses the heating plant, kitchen and 
nurses’ accommodations. The main floor 
is devoted to diagnostic and therapeutic 
needs and contains two operating rooms, 
one of which is set apart for cases of in- 
fection. Orthopedic and plaster work are 
done in their proper settings and a labora- 
tory for research in anatomic pathology 

(Continued on page 8.) 
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has been fully equipped. The principal 
operating room is oval, air-conditioned and 
explosion proof, all of the proper ground- 
ing precautions having been taken. A 
gallery permits spectators to observe op- 
erations performed in this operating room. 

Dr. Soler-Roig is well known for the dy- 
namic leadership and steadfast devotion 
he has contributed to the interests of the 
International College of Surgeons. He bore 
a substantial proportion of the responsi- 
bility for making the Barcelona meeting 
of May 1952 a warmly remembered occa- 
sion among all of the participants, both 
from the standpoint of his scientific con- 
tributions and his efforts to make the 


The clinics he conducted on duodenal ulcer, 
anastomotic ulcer, carcinoma of the rec- 
tum and hydatid cyst perforating into the 
bile ducts made an indelible impression on 
all who were present. 

In May 1953 the Spanish Section elected 
Dr. Soler-Roig their Second Vice-Presi- 
dent, which office he still holds. In August 
1953 he was awarded the National Prize, 
Spain’s most coveted award, for his bril- 
liant innovations in esophageal surgery. 
And in April 1954 the International House 
of Delegates, meeting at Sao Paulo, Brazil, 
elected Dr. Soler-Roig to the Board of 
Trustees of the International College of 


social events of the meeting memorable. Surgeons. ; 


A negative response to stimulation by a hormone will help detect hard-to-diagnose 
early cancer of the pancreas, it is the hope of Drs. Martin M. Nothman, Joseph 
H. Pratt and Allan D. Callow of the New England Center Hospital and Tufts Medical 
School, Boston. 

Research supporting this hope was reported by the three at the American Medical 
Association meeting in Boston. 

The pancreas is best known as the insulin-producing organ of the body. Cancer 
of the pancreas makes up about five per cent of all cancers and takes sixth place 
in frequency. It is a type of cancer that tends to spread. 

The pancreas also is a source of an enzyme chemical called lipase. When injec- 
tions of the pancreas-stimulating hormone, secretin, are given to normal persons, 
more lipase is excreted in the urine. When given to cancer patients, the secretin 
failed to result in increased lipase excretion. 


In seven patients with cancer, the secretin injections resulted in decrease or disap- 
pearance of lipase. This was the only test, the doctors reported, which supported 
a diagnosis of cancer of the pancreas in these patients. The fact that they did 
have such cancers was later proved when surgeons operated and found the cancers. 

—Science News Letter, December 10, 1955 


Medicine, the only profession that labors incessantly to destroy the reason for its 


own existence. 
—Lord Bryce 
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So often when I 
write this letter I 
ask you, the mem- 
bers, to do some- 
thing for the Col- 
lege. Perhaps you 
are asked frequently 
because you respond 
so well to an appeal. 
In the past you 
have been requested 
to support the an- 

nual Congress, the 

Dr. Arnold Jackson membership roll, 

F.A.C.S. F.1L.C.S. the regional meet- 
ings, the Junior membership and now 
something else. 

The annual Congress has become an 
assured success. At the last Council meet- 
ing a large number of applicants, with the 
highest rankings ever accepted into the 
College at one time were granted mem- 
bership. The regional meetings have 
steadily grown in popularity, attendance, 
and excellence of programs. Those meet- 
ings planned for 1956 promise to exceed 
even those in the past. They are scheduled 
as follows: White Sulphur Springs, Vir- 
ginia, February 13-14; Madison, Wiscon- 
sin, April 25-27; Chattanooga, Tennessee, 
May 14-15; York Harbor, Maine, July 1-4; 
there are possibilities of others now in the 
making such as Sun Valley, in addition to 
many state and local gatherings. 

In last month’s letter every member of 
the College was asked to support the 
Junior membership campaign and inter- 
est young men in the College. If every 
one of our 6,000 members in this country 
would personally sponsor the membership 
of some .outstanding young surgeon, the 
interests of the College would be greatly 
advanced. 

So much for past requests. In seven 
months I shall be going out of office hav- 
ing devoted a considerable portion of the 
past eight years to the activities of Secre- 


United States 
THE PRESIDENT’S MESSAGE 


tary, Program Chairman and President, 
and I have had immense satisfaction in 
working with you toward the development 
of the College. As you doubtless, know, 
through the tremendous energy, zeal and 
inspiration of Dr. Max Thorek, and with 
the help of you all, we have acquired a 
beautiful College home on Lake Shore 
Drive in Chicago and a magnificent Hall 
of Fame. It is this Hall of Fame I wish to 
discuss. This great edifice, although 
scarcely two years in the making, has al- 
ready come to be looked upon as a shrine 
to great surgeons rot only all over the 
United States but all over the world and 
without regard to race, rationality or re- 
ligious faith. Twenty-eight countries were 
invited to furnish a room; all accepted, 
and the project is well along. It has not 
been completed, of course; in a sense it 
can never be completed. Sixteen years 
must clapse after the death of a surgeon 
before his name can be considered for 
commemoration in the Hall of Fame. Thus, 
for example, the names of Drs. William 
and Charles H. Mayo are still to be 
honored. 

What of the present and the immediate 
future? These too are important, but in 
a different sense. To me the Hall of Fame 
is a magnificent symbol of the achieve- 
ments of great sculptors and artists as 
well as great surgeons. Mere recognition 
of deeds and appreciation of beauty is no* 
enough. 

An integral part of this great structure 
must be an auditorium. where surgeons 
can gather from every land to learn the 
newest and best developments of surgical 
art. The Hall of Fame must literally come 
alive and breathe hope, knowledge and in- 
spiration to surgeons of every age. 

As a postgraduate teaching institution 
too, our College hes unlimited possibilities. 
At a call, leading surgeons the world over 
can be assembled within its precincts. Sur- 
gical clinics can be held once a month, once 


10 


a week, or daily on occasion. There can be 
lectures for senior and junior surgeons 
and for residents and interns. Think what 
a week of postgraduate lectures could 
mean if given by a group of the world’s 
most famous surgeons. The newest develop- 
ments in surgical progress can be brought 
by researchers to the attention of all. By 
television, even the details of operative 
technic can be presented. 


One has to work hard for most anything 


worthwhile, and hard work will be needed 
to establish our teaching auditorium in 
the Hall of Fame. Although the finances 
of the college are sound and secure, con- 
siderably more money will be required, 
since neither building has yet been en- 
dowed. Consequently, the Council has not 
felt that the College is in a position to 
create an auditorium until more funds are 
available. 

In considering ways and means of es- 
tablishing such funds, it has occurred to 
me that we might establish a long-term 
income for the College by creating an in- 
surance fund. Every one of us should be 


able to take out a policy of from $500 to 
$5,000, which, at death, would become 
payable to the Hall of Fame. While other 
funds must be sought immediately in 
order to start building within the next 
year or two, an insurance fund of this 
kind would not only defray the ultimate 
building cost but endow the building for 
years to come. The insurance money could 
also be applied to the postgraduate teach- 
ing program. My insurance agent advises 
me that the cost of such policies would be 
approximately as follows: 

Age Premiums 


50 $40peryear or 15 pay- 
for life ments 


60 $60peryear or 10pay- 
for life ments 
For a five-thousand-dollar policy the 
premium would be five times as much; for 
a ten-thousand-dollar policy, ten times as 
much. 
I hope you all had a happy holiday 
season, and I should appreciate hearing 
from you about this idea. 


$60 per $1000 


$100 per $1000 


NOTICE 


The Mid-Atlantic Regional Meeting of the United States 
and Canadian Sections is scheduled to convene Feb. 13-15 at 
the Greenbrier Hotel, White Sulphur Springs, West Virginia. 
Professional sessions have been planned for each of the three 
mornings, from 9 a.m. to 1 p.m. A dinner meeting has been 
arranged for one of the evenings, and a guest speaker of na- 
tional prominence will address this meeting. Persons who 
plan to attend the regional conference will be pleased to learn 
that the hotel is extending special rates for the full period 
of their stay. Those rates are $21.00 for single, and $35.00 
for double, rooms, American plan. Additional information 
may be secured directly from the hotel. 
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Woman’s Auxiliar 


of the 


United States and Canadian Sections 


The President’s Message 


Mrs. Walter C. Burket 
President 


NEW YEAR 


Begin this year, resolved to live each day 
As though it were the one day you would 
know. 
Live it unhampered by the burdened past 
And free from doubt or fear of future woe. 
Resolve to keep an inner core of calm 
That will sustain you under growing stress. 
Reach out a helping hand ungrudgingly 
And add the final touch of graciousness. 
Resolve to keep attuned to changing times 
And meet new notions with an open mind. 
Be glad that you can play a vital role 
Of service for the good of all mankind. 
Resolve to set a goal beyond your reach, 
To be yourself but always at your best, 
And to believe that only good work stands 
Well vindicated by time’s rigid test. 
Resolve to let your faith in God and man 
Become the beacon which will light your 
way 
And show the countless blessings you 
receive 
To make you truly grateful for each day. 


—Gail Brook Burket 
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Medicine from Abroad 
scientific Contributions of Swiss Surgeons 


At the turn of the century, Switzerland 
-as a leader in the surgical world, having 
roduced such men as Kréonlein, Roux, 
-irard, Reverdin and Nobel Prize winner 
cher. Kocher’s fame was world wide 
ecause of the many operative technics 
‘hich he perfected and which are still 
sed, and especially because of his now 
‘assic research on goiter. 

Surgery today is at an almost equal level 
‘1 most European countries due to the 

neetings, special publications and personal 
contacts among the chiefs of service at the 
universities. What is the contribution and 
share of Swiss surgery in particular? 


Prof. A. Jentzer, F.I.C.S. 


The surgical clinic of Geneva University 
is directed by Professor A. Jentzer, who 
will retire next year. With his co-workers, 
Junet, Clerc, Weyeneth and Dubas, he pio- 
neered in various branches of surgery. He 
was one of the founders of Swiss neuro- 
surgery and performed the first excision 
of the pituitary in Switzerland. He pio- 
neered in the use of artificial hibernation 
and splanchnic infiltrations, and had great 
experience in treating cancer and thyro- 
toxicosis with radioactive isotopes. Jentzer 
was first in Switzerland to use manometry 
and cholangiography during surgery. He 
recently successfully treated a patient 
with cancer of the esophagus and pharynx 
by complete removal of the esophagus and 
its replacement with the ileum and colon 
pulled up into the chest. In May 1955 he 
organized the celebration of the twentieth 
anniversary of the International College of 
Surgeons. 


Prof. R. Montant 


The second surgical service of the Can- 
tonal Hospital at Geneva, under the direc- 
tion of Professor R. Montant, president of 
the Swiss Society of Surgery, has spe- 


Switzerland 


cialized the last few years in resection of 
the stomach and in surgery of cancer of 
the rectum. With the aid of Baumgartner, 
several members of the staff perfected the 
technic of canalization of the great vessels. 
Calame, one of the pioneers, used laparos- 
copy in diagnosing hepatobiliary path- 
ways. 
Prof. P. Decker 


The surgical clinic of Lausanne Univer- 
sity is headed by Professor P. Decker, suc- 
cessor to the famous Roux. With Francioli 
and Buffat he published important articles 
on plastic surgery of the esophagus for 
treatment of burns, resection of the 
esophagus in cancer, total gastrectomy, 
and excision of the lung in pulmonary tu- 
berculosis and lung cancer. His operative 
technic, always perfect to the smallest de- 
tail, aims at reducing surgical risk to the 
minimum. He recently has successfully 
operated on aortocaval aneurysm using his 
own operative technic. He was also one 
of the first to reduce the use of antibiotics 
in intestinal surgery to avoid pseudomem- 
branous enterocolitis, which is caused by 
Staphylococcus aureus, and possible tuber- 
culous complications following gastrecto- 
my. 

Outside academic circles at Lausanne, 
mention also must be made of Paschoud in 
connection with new and daring abdominal 
surgery (resection of hepatic lobe, etc.) ; 
Naef, first Swiss surgeon to perform mi- 
tral valvotomy, and Verdan, who special- 
ized in and published a book on surgery of 
the hand. 


Prof. Lenggenhager 


The surgical clinic of Bern University is 
directed by Professor Lenggenhager, suc- 
cessor to Kocher and de Quervain. His 
studies have been in the fields of biochem- 
istry and physics. His investigations and 
experiments enabled him to define the 
character of the various factors of blood 
coagulation, and also to discover several 
new factors, thrombokinine and thrombo- 
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catalysine. His studies on high altitudes, 
oxygen chambers and seasickness have 
led to discoveries which strongly influenced 
surgery. He was responsible for the dis- 
covery of those types of thrombosis which 
develop in a liquid medium under rhythmic 
pressures. 

In the field of orthopedics, Dubois and 
Zolinger have devoted the last few years 
to treatment of fractures of the femoral 
neck, brachial neuralgias caused by in- 
juries of cervical vertebrae, muscular 
stiffness resulting from injury to the knee 
joint and the physiopathology of false 
arthrosis. 

Saegesser, of Bern, is the author of a 
much consulted handbook entitled “Special 
Surgical Therapy,” the third edition of 
which is about to be published. j 


Prof. A. Brunner 


The surgical clinic of the University of 
Zurich is under the direction of Professor 
A. Brunner, pupil of the celebrated Sauer- 
bruch. Brunner made Zurich the center 
of lung surgery in Switzerland. His studies 
are in all fields of lung surgery, including 
the different procedures for lung resection 
and the modern surgery for tuberculosis 
of the lungs and pleura. He also has made 
improvements in the treatment of tunnel 
thorax and diaphragmatic hernia. Others 
from the surgical clinic whose works are 
well known are Buff, on plastic surgery; 
Deucher, on ulcerative colitis, rectal can- 
cer and abdominal surgery; Mayor, on ex- 
tirpation of the urinary bladder and treat- 
ment of cancer of the bladder with radio- 
active cobalt, and Ricklin, on percutaneous 
retrograde radiography of the aorta. 

Grob, of the surgical service of the 
Zurich pediatric clinic, was the first to 
operate on children with congenital mal- 
formations of the heart. He also has 
written articles on treatment of atresia 
of the esophagus, Hirschsprung’s disease 
and other abnormalities. 


[Reprinted from Postgraduate Medicine 
Vol. XVIII, No. 4, October 1955] 


Prof. Krayenbuhl 


The neurosurgical clinic of Zurich Un’- 
versity is headed by Professor Krayer- 
buhl, who has had remarkable technicz! 
success in work on tumors and brain ak-. 
scesses. 

Fehr, bone surgeon at Winterthur, 
called the attention of physicians to the 
posterior dislocation of the humerus, a 
type of dislocation which is often unrecog- 


nized. 
Prof. R. Nissen, F.I.C.S. 


The surgical clinic of Basel University 
is directed by Professor R. Nissen, pupil 
of Sauerbruch, who was appointed after 
serving as director of surgical clinics in 
Berlin, Ankara and the United States. He 
now is president of the International Col- 
lege of Surgeons. He was successful in 
performing the first lobectomy in a 12- 
year-old girl with bronchiectasis. His writ- 
ings on surgery of the esophagus, stomach 
and lungs are considered outstanding in 
the field. Other important writings by 
clinic members are those by Hess, on sur- 
gery of the pancreas; Rothe, on conserva- 
tion of bone grafts; Hugin, on modern an- 
esthesia, and Allgower, on formation of 
granulation tissue. 

The second surgical service, under Pro- 
fessor Heusser, is particularly devoted to 
the prevention of postoperative disease, to 
water and salt metabolism, to the prob- 
lem of proteins and to acute intestinal oc- 
clusion. Heusser was the first to develop 
a method of peritoneal dialysis which 
could be used in man, and he is now work- 
ing on the problem of the artificial kidney. 

Since it would be impossible to cite a!! 
Swiss surgical specialists, the reader is re- 
ferred to the great undertaking of Swis: 
surgeons entitled “Treatise of Surgery,” © 
two-volume work published in German anv. 
French under the editorship of Brunner 
Henschen, Heusser, Jentzer and the mem 
orable Schurch and Veyrassat. 
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Austria 


Hall of Fame Immortalizes Viennese Doctors 


The Austrian Government and the Austrian Section of the International College of 
Surgeons have enthusiastically cooperated in furnishing the Austrian Room of the 
International Surgeons’ Hall of Fame. The first shipment to arrive consisted of the 
portraits of Albert, Billroth, Hochenegg and von Eiselsberg. Recently a second ship- 
ment reached Chicago. This time the Hall of Fame received a wall-sized oil painting 
entitled, "Professorencollegium of the School of Medicine, University of Vienna, at 
the Turn of the 19th Century." Portrayed on it are surgical luminaries of that period. 
Many of the members of the International College and of the readers of our Bulletin 
had the opportunity of meeting some of these surgical giants before their departure 
from our midst. This impressive canvas, the largest yet to have been hung in the Hall 
of Fame, is one of four works for the Austrian Room by the noted Viennese artist, 
N. Pistorius. The smaller oils are individual portraits of eminent Austrian surgeons. 


To find thirty-eight men who, through their work to alleviate man's physical suffering, 
have attained such heights as the professors portrayed in the large canvas of Pistorius 
is unusual, but to have had them engaged contemporarily in the work of the same de- 
partment of the same university is truly unique. Each man has made medical history 
and, in most instances, they have gained a special kind of immortality: They are known 
for original @ontributions in devising technics, identifying anatomic zones, micro- 
organisms, syndromes, operations, equipment, instruments and ¢:o forth. They have, 
in a word, contributed their names to the universal medical vocabulary. 


A reproduction of the Pistorius painting appears on pp. 16-17 of this Bulletin, to- 
gether with a list of the famous doctors whose portraits have been incorporated into 
the colossal canvas. On viewing the painting, one senses some of the deep pride the 
Austrian people must feel for so large a group of distinguished sons. But the same 
warm kinship will be felt by each representative of the medical profession, for were 
these not men who rose to the pinnacle of their science and their art, and were they 
not, in a sense, brothers to each man engaged in the profession? _ 


Vienna, long the mecca of the medical students, experienced untold suffering and 
severe damage during World War Il. The centuries-old medical center of the world 
is only now emerging from its long state of depression. It is rising with a renewed 
interest, mindful that Progress is ever beckoning. Vigorously straining to discard the 
shackles that have impeded all movement onward, Vienna is again progressing. 


Prof. Leopold Schénbauer, President of the Austrian Section of the International 
College of Surgeons, has always given his dedicated support to the ideals of the 
International College and of the International Surgeons’ Hall of Fame, as. did also 
the late Prof. Hans Finsterer, President of the American Medical Society of Vienna 
at the time of his death. Prof. Felix Mandl, who has been elected to succeed Prof. 
Finsterer, shares their devotion. All three have played leading parts in ensuring 
worthy representation of their country in the Hall of Fame. 


Professors Schénbauer and Mandl are at the present time busily engaged ‘in ar- 
ranging for the shipment of several priccless exhibits. Among the items scheduled 
to be added to the collection already in the Austrian Room are: a replica of the first 
stomach removed by Billroth in 1881; several anatomic specimens, reproduced in the 
second half of the I8th Century; a replica of the stomach, as seen at autopsy, with 
the duodenal anastomosis done by Billroth; copies of Roman instruments, excavated 
in the vicinity of Vienna and datina to the 2nd Century A.D.; 16th and 17th Century 
surgical instruments, which now belong to the Museum Fiir Angewandte Kunst 
of Vienna; instruments used by Meynert, Arlt and Politzer, now part of the collection 
of the Institute for Medical History of Vienna, and additional paintings. 
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-ingersity of Vienna, at the turn of the 19th Century 


1. Obersteiner 
2. Neusser 

3. Exner 

4. Weichselbaum 
5. Schnabel 

6. Schrétter 
7 
8 
9 


Rosthorn 
. Hochstetter 
. Wagner-Jauregg 
10. Ebner 
11. Toldt 
12. Riehl 
13. Chiari 
14. Frisch 
15. Fuchs 
16. Eiselsberg 
17. Meyer 
18. Ludwig 
19. Escherich 
20. Kolisko 
21. Hochenegg 
22. Schattenfroh 
23. Paltauf 
24. Noorden 
25. Zuckerkandl 
26. Urbantschitsch 
27. Reuss 
28. Strumpell 
29. Finger 
30. Lorenz 
31. Schauta 
32. Chrobak 
33. Della Rosa 
34. Mauthner 
35. Monti 
36. Moeller 
37. Oser 
38. Gartner 


More than two hundred surgeons, mem- 
bers of the eighteen Regional Divisions 
representing ten Brazilian States, con- 
vened on Oct. 12-16, 1955, for the third 
congress of the Brazilian Section in Belo 
Horizonte in the State of Minas Gerais. 
Among the many prominent persons pres- 
ent at the opening session were Prof. Dr. 
Clovis Salgado, F.B.C.S., Governor of the 
State of Minas Gerais; Prof. Dr. Carles 
Gama, F.B.C.S., F.I.C.S. (Hon.), President- 
Elect of the International College of Sur- 
geons, representing Prof. Dr. Rudolph 
Nissen, F.I.C.S. (Hon.), President of the 
International College; Prof. Dr. Harry E. 
Bacon, F.A.C.S., F.L.C.S., representing the 
United States Section, and Dr. Ross 
McIntire, F.A.C.S., F.LC.S., representing 
Dr. Max Thorek, F.B.C.S., F.I.C.S., the 
Founder of the College and its Interna- 
tional Secretary-General. 

Of the three principal themes on which 
reports were given, the first, entitled “Pre- 
and Postoperative Management,” was pre- 
sented by Dr. Fernando Paulino; the 
second, “The Role of Allergy in Surgery, 
with Special Reference to Allergic Dis- 
eases of the Appendix,” was discussed by 
Dr. Sebastiao Hermeto, Jr., F.I.C.S., and 
Prof. Edgard Walter Maffei, and the third, 
“Cardiovascular Surgery,” was reviewed 
by Dr. Arthur Domingues Pinto, F.I.C.S. 
Many excellent comments on the three 
basic themes were added as adjunctive 
contributions from the floor in the dis- 
cussions that followed. Several interest- 
ing papers on other topics as well as films 
depicting recent advances in surgical tech- 
nics rounded out the program. 

Among the social events arranged for 
the delegates and guests were a cocktail 
party at the Associacéo Médica de Minas 
Gerais, visits to the Mannesman Metal- 


Brazil 


Third Congress of the Brazilian Section Held in Belo Horizonte 


lurgic Plant and the Gold Museum in 
Sabara and an excursion to the city of 
Ouro Preto. A typical Brazilian Churrasco 
(an outdoor barbecue) was organized at 
the Felicio Rocho Foundation. And, on the 
closing day of the Congress, Congress par- 
ticipants were guests at a banquet, given 
by the Municipality of Belo Horizonte, 
with Dr. Celso Mello Azevede, Mayor of 
the City, presiding. Cordial thanks to the 
Mayor and to the Municipality for their 
hospitality were extended on behalf of 
the Executive Committee of the Congress 
by Prof. Dr. Lucas Monteiro Machado, 
F.L.C.S. 

Prof. Dr. Francisco Elias de Godoy 
Moreira, F.I.C.S., president of the Bra- 
zilian Section from 1953 to 1955, relin- 
quished the authority of his office to Dr. 
Eurico Branco Ribeiro, F.I.C.S., the newly 
elected president, who in turn conducted 
the installation ceremony investing the 
new presidents of the Regional Divisions 
with the authority of regional presidency. 
Dr. Ribeiro then outlined his plans for the 
activities of the Brazilian Section for the 
period of his administration, and the 
treasurer of the Brazilian Section, Dr. 
Fausto Seabra, submitted the financial re- 
port for the two-year fiscal period preced- 
ing the Congress. 

The newly elected Board of Directors 
of the Brazilian Section are Dr. Eurico 
Branco Ribeiro, president ; Prof. Dr. Mario 
Degni, F.I.C.S., President-Elect; Dr. Ma- 
theus Galdi Santamaria, F.I.C.S., Vice- 
President; Dr. Trieste Smanio, F.I.C.S., 
Secretary ; Dr. Alipio Pernet Filho, F.I.C.S., 
Assistant Secretary; Dr. Wladimir Amar- 
al, F.I.C.S., Treasurer, and Dr. Domingo 
Delascio, F.I.C.S., Assistant Treasurer. 
The fourth congress will convene in Salva- 
dor, Bahia. 
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Dr. Ribeiro’s Address to the 
Brazilian Section 


Dr. Eurico Branco Ri- 
beiro, the newly elected 
' President of the Brazilian 
» Section of the Interna- 
| tional College of Surgeons, 
» addressing the final ses- 
' sion of the Third Brazilian 
_ Congress, paid glowing 
tribute to the late Eduar- 
do Borges da Costa, whom 
he described as the finest 


Dr. Eurico 
Branco Ribeiro representative of the 


spirit of surgical science 
in Minas Gerais and the 
recipient of honors, during his lifetime, 
from the International College. Referring 
to the question how best to build the Bra- 
zilian Section—the second largest in the 
International College—Dr. Ribeiro pointed 
to the current growth of the organization, 
with its twenty-three active Regional Di- 
visions and nine hundred surgeons in 
membership. He said that the Brazilian 
Section was preparing to conduct installa- 
tion ceremonies in seven new regional di- 
visions in various parts of the country, 
and that several other regional divisions 
were already in various stages of organiza- 
tion. No medical organization before had 
been so well received by Brazilian sur- 
geons, according to Dr. Ribeiro, chiefly be- 
cause by its very nature the International 
College had never been looked upon as a 
competitor by the other medical societies 
of Brazil, but rather as the ideal channel 
whereby to transmit the benefits of long 
professional experience to younger col- 
leagues, preparing them to cope with diffi- 
cult clinical contingencies. 

Dr. Ribeiro welcomed new constitutional 
changes which would enable the Regional 
Divisions to participate in the work of the 
Board of Directors and also those changes 
in the By-Laws that define the functions 
of the Regional Division in relation to the 
Board of Directors. 


F.LC.S. 


New President’s Plans for Next Two Years 


Brazilian Section to Erect Own 
Headquarters 


The social department of the Brazilian 
Section will, according to Dr. Ribeiro, have 
as its principal task the erecting of its 
own headquarters. Toward this end, a con- 
tribution of $5,000 had already been ap- 
proved by the House of Delegates of the 
International Congress in Madrid, and 
many unsolicited contributions had been 
coming in from foreign as well as Brazilian 
doctors. The goal of 1,000 cruzeiros per 
member, set by President Godoy Moreira 
for members’ contributions to the head- 
quarters’ fund, had been so well received 
by most Regional Divisions that Dr. Ri- 
beiro fully expected to have sufficient 
funds from this source soon to defray the 
cost of the headquarters and opening it 
for use. 

Dr. Ribeiro spoke at some length about 
the criteria for membership in the Inter- 
national College, placing the responsibility 
for screening applications on the regional 
boards, whose work he hoped would be so 
thorough that the Board of Directors of 
the Brazilian Section would need only to 
confirm regional decisions and to submit 
such applications to the International 
Board of Trustees for final approval. He 
expressed the hope that not only the moral 
but the cultural standards as well as the 
applicants’ capacities for sharing their ex- 
perience with others be fully evaluated. 


New Plans for Postgraduate Training 

The most valuable work of the Brazilian 
Section, Dr. Ribeiro felt, will be in or- 
ganizing and offering postgraduate train- 
ing by means of eight- to ten-day courses 
held in the various Regional Divisions not 
only for members of the College but for 
all surgeons practicing in the given area. 
Also, lecture series, covering some general 
theme and affording opportunities for spe- 
cialists in those fields to share their knowl- 
edge with the surgeons practicing in a 
given locality, should be arranged by the 
Regional Divisions. Dr. Ribeiro further 
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suggested that the Regional Divisions plan 
to derive benefits from Brazilian or for- 
eign members of the College visiting with- 
in the area by organizing special lecture 
opportunities for such guests. 


Research Residency Program 

Another plan outlined by Dr. Ribeiro had 
to do with establishing a system of resi- 
dencies to permit doctors to work in the 
principal surgical centers of Brazil as resi- 
dent research workers, to enable members 
of the profession to augment either gen- 
eral or specialized training under expert 
supervision and according to a carefully 
thought-out plan. To carry out this plan, 
competitive examinations would be an- 
nounced in which the successful candidate 
would fill any vacancy arising in any cen- 
ter that provides specialized surgical serv- 
ices. This plan, already inaugurated in 
the Sao Paulo Region, has provided re- 
search residencies for three obstetric sur- 
geons in the Casa Maternal Leonor Mendes 
de Barros, for one orthopedic surgeon in 
the Sao Paulo University Clinics Hospital 
and for one abdominal surgeon at the Sao 
Lucas Hospital. Dr. Ribeiro urged that 
similar resources for further study be pro- 
vided in other regions as well. 


Other Functions Envisaged 


Dr. Ribeiro also hopes to organize a 
library of surgical films, depicting opera- 


tions performed by members of the Bra- 
zilian Section. The films would then be 
distributed among the Regional Divisions, 
to demonstrate technics applied by Bra- 
zil’s most experienced and skilled sur- 
geons. This library would also make 
available to the Regional Divisions films 
made of operations performed by out- 
standing masters of surgery in foreign 
countries. 

Another important objective on Dr. Ri- 
beiro’s two-year agenda of activities is to 
promote the enrichment of the Brazilian 
Room in the International Surgeons’ Hall 
of Fame in Chicago. He stressed that 
much still remains to be done in collecting 
and arranging exhibits, selecting a collec- 
tion of surgical classics for the library, 
providing paintings and sculptures of re- 
nowned Brazilian surgeons, and otherwise 
enhancing the Brazilian Room so that it 
might truly reflect the rich surgical heri- 
tage of Brazil. 

And finally, Dr. Ribeiro extended special 
thanks to the wives of Brazilian surgeons 
for the splendid support and inspiration 
they had been able to give to their hus- 
bands. He urged the wives of his col- 
leagues to follow in the footsteps of their 
sisters in the United States and Canadian 
Sections by founding a Woman’s Auxiliary 
to serve each of the Regional Divisions of 
the Brazilian Section. 


Brazilian Congress Confers Honors 


The Third Congress of the Brazilian 
Section of the International College of 
Surgeons, at its meeting on October 16, 
1955, passed a resolution to confer the 
title of Benefactor of the Brazilian Sec- 
tion on two of their most illustrious col- 
leagues, in one instance posthumously. 
Article V, Section 3, of the Constitution of 
the International College makes a provi- 
sion for electing to this title persons who 
have given services of exceptional worth 
“to the College or to humanity.” On a na- 
tional level, the Brazilian Section voted 
to single out one of its most tireless and 
inspiring members for his role in estab- 
lishing the Section and in like manner also 


to honor posthumously its first President 
for his tremendous contribution in creat- 
ing and building the section. This is the 
first time in the history of the Brazilian 
Section that this honor has been bestowed. 


Prof. Dr. Carlos Gama 


Prof. Dr. Carlos Gama, F.B.CS., 
F.1.C.S., (Hon.), through this action, be- 
came the first living holder of the title of 
Benefactor of the Brazilian Section. So 
long has the list of Prof. Gama’s awards 
and honors become that not only does 
space not permit their enumeration, but 
widespread familiarity with his attain- 
ments makes their listing superfluous 
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among the membership of the Interna- 
tional College. As long ago as six years 
back, Prof. Dr. Enrico Branco Ribeiro, 
now the newly elected President of the 
Section, attributed to the “vigor, persua- 
sion and wholehearted dedication to the 
ideals of the college” on the part of Prof. 
Gama the maturation and the outstanding 
success of the Brazilian Section. Since 
then, Prof. Gama has gone on to augment 
and multiply the attainments that have 
steadily raised his stature in the eyes of 
the profession. It is to such young surgical 
giants as-Prof. Gama is, at the age of fifty- 
one, that humanity turns in the hope that 
long life and good health will spare them, 
to make their full contribution to the fund 
of surgical knowledge. 
Dr. Jose Avelino Chaves 

To commemorate the man who shared in 
establishing the Brazilian Section in 1949, 
the Brazilian Section conferred the title 
of Benefactor posthumously upon Dr. Jose 
Avelino Chaves who was an Honorary Fel- 


The activities of the first annual general 
meeting of the China-Hong Kong Section 
of the International College of Surgeons 
were centered entirely on selecting the 
members of the new Council. Elected at 
the Nov. 4, 1955, session were the follow- 
ing officers: 
Chairman: 
Dr. John Gray, F.I.C.S., of Tung Wah 
Hospital 

Vice Chairman: 
Dr. Renald Ching, F.I.C.S. 

Honorary Secretary: 

Dr. Kenneth Hui, F.I.C.S., of Queen 
Mary Hospital 

Honorary Treasurer: 

Dr. Ada Wong, F.I.C.S., of Queen 
Mary Hospital 

Other members elected to posts on the 
Council were Dr. Marie H. H. Feng, 
F.L.C.S., of St. Paul Hospital; Drs. Y. P. 
Chan, F.I.C.S., Shih Hsi Lin and Philip 
W. C. Mao of Kowloon Hospital, and Dr. 


Hong Kong 


low of the International College when he 
died a year earlier. The distinction had 
been well earned by the man who had 
served as the first President of the Bra- 
zilian Section as well as a member of the 
Board of Trustees. It would be difficult to 
surpass the surgical erudition of the late 
Prof. Chaves, yet rarely has anyone ex- 
pended so much of himself in trying to 
share the wealth of his experience with 
his colleagues. 

That Benefactors Gama and Chaves 
fully deserve the recognition given them 
by their associates may be seen from the 
growth and sturdiness of the Brazilian 
Section. Founded on Oct. 30, 1949, the 
Section, with its nearly 1,000 members, 
now stands second in size among the nu- 
merous national chapters of the Interna- 
tional College throughout the world. The 
reports of the October 1955 meetings of 
the Section give every indication that its 
growth in size and in prestige have only 
begun. 


George Choa, Medical Department of Hong 
Kong. 
Among interesting topics discussed at 
meetings during the past year were the 
talk by Dr. J. Gray, F.I.C.S., on the 
“Recreational Aspects of a Surgeon’s 
Life,” an intriguing topic, it would seem, 
since so often this phase and the need 
for recreation for the surgeon are entirely 
forgotten in our serious profession. No 
less interesting certainly must have been 
Prof. Francis E. Stock’s discussion, en- 
titled “A Busman’s Holiday,” which also 
sounds like a promising topic. The mem- 
bership of the International College al- 
ways looks forward to news from the 
various Sections throughout the world be- 
cause from it, and often from it alone, can 
be gleaned ideas for enriching and en- 
livening their own programs. Perhaps 
readers of the Bulletin can look forward 
to hearing in greater detail of the activi- 
ties of the China-Hong Kong Section. 
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Thailand 


H. E. the Premier, Field Marshal P. Pibulsong- 
gram, awards the International College diploma 
to Dr. Sner Tandhasresdhi. 


The Thailand Section of the Interna- 
tional College of Surgeons convened in 
Bangkok for its regular scientific meeting 
on Nov. 8, 1955. The opening session was 
devoted to a ceremonial presentation, be- 
fore an audience of three hundred persons, 
of diplomas to two members who had been 
accepted into Honorary Fellowship in the 
International College. The principal guest 
at the opening ceremonies was His Excel- 
lency, Field Marshal P. Pibulsonggram, 
the Premier of Thailand. 

The program began with a brief review 
by Lt. Col. Nitya Vejjavisit, President of 
the Section, of the history of the founding 


of the International College and the in- 
auguration and activities of the Thailand 
Section, after which Dr. Sem Pring-puang- 
geo, secretary of the Section, introduced 
to His Excellency the Premier P. Pibul- 
songgram, the two members of the Section. 
to be honored. The diplomas were then 
presented to the two honored members by 
the Premier, who closed the ceremony by 
congratulating the two recipients, wel- 
coming the participants at the meeting 
and wishing the International College and 
all of its members every possible success. 
The opening ceremonies were followed 
by the scientific sessions at which many 
interesting papers were presented by dis- 
(Continued on page 24.) 


Lt. Col. Dr. Nitya Vejjavisit, President of the 
Thailand Section, addressing the assembly. 
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Dr. Sem Pring-puang-geo, Secretary (left), and Lt. Col. Dr. Nitya Vejjavisit, President. 


Dr. Luang Binbakya Bidyabhed, Dean of Siriraj Medical School, accepting his Inter- 
national College diploma from the Premier. 


H. E. the Minister of Public Health, Lt. Gen. Prayoon Promonmontri (left) and 
Lt. Col. Dr. Nitya Vejjavisit, President of the Thailand Section. 
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H. E. the Premier, Field Marshal P. Pibulsonggram greeting Dr. Nibondh Suuatthana, 


with members of the committee of the Thailand Section in the background. 


tinguished guests and members of the 
College. Participants in the scientific pro- 
gram were: Prof. Luang Binbakya Bidya- 
bhed, M.D., C.R., F.I.C.S. (Hon.), “Fifty 
Years of Roentgenology in Thailand”; 
Bentoon Boon Itt, M.D., F.I.C.S. (Hon.), 
“Statistics on Diseases Seen at Pittsanulok 
Hospital”; Air Force Vice-Marshal Chua 
Punsoni, R.T.A.F. (M.C.), M.D., F.LC.S., 
“Rupture of the Uterus”; Maj. Gen. San- 
guan Rojanawongse, R.T.A. (M.C.), M.D., 
D.M.Se. (Hon.), F.1.C.S., “Physiologic Ef- 
fects of Wounds” ; Prof. Maj. Prachaksana 


Tongprasroeth, D.M.Sc., F.I.C.S., “A Case 
of Prostatectomy, with Complications” ; 
Prof. Daeng Kanchanaranya, D.M.Sc. 
(Hon.), F.I.C.S., “Cysticercus Cellulosae of 
the Eye”; Prof. Sooth Sangvichien, M.D., 
D.M.S8e. (Hon.), “Livers, As Seen in Tho- 
racopagus”; Col. Pu-ong Pinthuyothin, 
M.D., D.Bact. (Manchester), “Surgical 
Pathology”; Udom Posakrisna, M.D., 
D.M.Sc., D.D.M., “Cerebral Arteriogram” ; 
Smarn Muntarbhon, F.R.C.S. (England), 
M.B. (London), D.T.M. (Liverpool), 
F.1LC.S., “Cardiac Surgery”; Kasarn Jati- 


Dr. Luang Binbakya Bidyabhed, Honorary Member (right), and Dr. Bulsak Vad- 
hanabhasuk, the Treasurer. 
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Dr. Bentoon Boon Itt, Director of the Pittsanulok Hospital, receives his diploma and 


congratulations from the Premier. 


gavanich, M.R.C.S., L.R.C.P., D.T.M., 
F.A.C.S., “Decortication of the Lung’; 
Vek Netvisaed, M.D., M.A., Ph.D., “Renal 
Factors in the Regulation of Electrolyte 
Balance”; Kampee Mallikamas, M.D., 
F.LC.S., F.A.C.A., “Trilene Anesthesia for 
Minor Surgery.” 

The thirteen papers mentioned made the 
day’s program an exceptionally full one, 
yet everyone looked forward to the ban- 
quet that had been scheduled for the par- 
ticipants in the dining room of the Bang- 
kok Women’s Hospital. Hearty toasts 
were proposed to Their Majesties, the 
King and Queen of Thailand, and to Prof. 
Dr. Max Thorek, Founder of the Interna- 
tional College of Surgeons. 

The two recipients of Honorary Fellow- 
ships in the International College of Sur- 
geons are Luang Binbakya Bidyabhed, 
M.D., C.R., and Bentoon Boon Itt, M.D. 


Members of the Committee of the Thailand Section are congratulated by the Premier; 
third from right is Dr. Smarn Muntarbhon. 


Dr. Bidyabhed had a government schol- 
arship for study in the United States in 
1918 and was graduated with a degree of 
Doctor of Medicine from Jefferson Medical 
College in Philadelphia in 1926. He stud- 
ied roentgenology at the Graduate School 
of Medicine, Harvard University. He be- 
gan working in his specialized field at 
Siriraj Hospital in 1928, and since 1943 
has been Dean of the Medical School of 
Siriraj Hospital. 

Dr. Itt qualified for his degree of Doctor 
of Medicine at the University of the Phil- 
ippines in 1924. After interning at Philip- 
pine General Hospital in 1925, he began 
working in the Department of Surgery of 
Siriraj Hospital in 1927. In 1928 he was 
given a Rockefeller Fellowship to continue 
his studies in the United States, after 
which he returned to Thailand. He is pres- 
ently Director of Pittsanulok Hospital. 
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Iran 


Dr. E. Hazrati, F.I.C.S., Secretary of 
the Iranian Section of the International 
College, recently reported on the annual 
Medical Congress of Iran, which convenes 
under the sponsorship of Her Majesty, 
Queen Sorraya of Iran. These national 
medical conferences established 
initially in 1952. To date, all of the meet- 
ings have been held in the same setting, 
in a beautiful resort hotel located in 
Ramsar, on the shores of the Caspian Sea, 
surrounded by large formal gardens with 
the mountains in the background. 

This year, the Iranian Congress lasted 
for four days, October 10-13. The over-all 
theme for 1955 was, “Hygienic Problems 
Connected with the Water Supply in 
Iran,” and the principal topics discussed 
under this general heading were, “Dis- 


eases Transmitted by Water” and “Sup- 
plying Water for Human Consumption.” 
The most interesting feature of these 
discussions was the fact that these ques- 
tions were analyzed and studied not only 
by members of the medical profession, but 
by representatives of several other pro- 
fessions involved in the solution of the . 
over-all problem. Several papers were pre- 
sented, therefore, by chemists, biologists 
and engineers, whose interest in the sub- 
ject dovetails with that of the medical 
profession. These various points of view 
provided a greatly enriched understand- 
ing of the entire problem of the nation’s 
water supply and hygiene and helped to 
clarify what obstacles still impede prog- 
ress and in which spheres substantial ad- 
vances have already been attained. 


A clam’s heart is helping scientists at Duke University, Durham, N. C., put the 
finger on a body chemical as cause of migraine headaches. 

The chemical now suspected of causing migraine headaches is acetylcholine. It 
is often called a nerve chemical because it is released at certain nerve endings when 


a message travels along those nerves. 


The clam comes into the picture because it has a heart “easily discouraged” by 


contact with very small amounts of the nerve chemical. As little as one part of the 
chemical in 100 million parts of fluid will make the clam heart beat slow down. 

Knowing this, Dr. E. Charles Kunkle, Duke neurologist, uses the clam heart as a 
detective to see whether the nerve chemical gets into the spinal fluid of patients 
during migraine headache attacks. 

Dr. Kunkle’s experiment involves a clam heart suspended in a solution of sea 
water. Spinal fluid taken from a migraine patient is injected into the solution and, 
if the fluid contains acety!choline, the action of the clam heart slows down measur- 
ably. 

Dr. Kunkle showed the clam heart experiment and with Dr. Ewald W Busse, 
psychiatrist at Duke, discussed headaches in general during the national television 
program, “Medical Horizons,” sponsored by Ciba Pharmaceutical Company in 
cooperation with the American Medical Association. 


—Science News Letter, December 10, 1955 


26 


The International College of Surgeons 


An Instrument of the Free World* 


Raymond J. Pieri, M.D., F.A.C.S., F.1.C.S. 
Syracuse, New York 


About a year ago, in Chicago, | was assailed by many doubts concerning the 
wisdom of this Section of the International College when you elected me your Chair- 
man. In accepting that honor | realized how futile are the official gestures of any 
Chairman without the support of those wiser and more experienced leaders who have 
so ably preceded him. | was also aware that the assistance and counsel of a vigorous 
Committee is indispensable to any Chairman. 

Before | left Chicago my misgivings were completely allayed. Enthusiastic support 
was assured me from members and previous officers of this Section located in distant 
parts of the United States and Canada. Within a week your Committee was formed. 
Their names form a roster which is familiar to you and to obstetricians and gynecol- 
ogists everywhere. 

Many times, during the year that followed, the Committee met at the International 
College Headquarters in Chicago. Expenses in connection with these meetings were 
borne entirely by each individual. | estimate that the total distance traversed by 
members of the committee to attend these meetings exceeds 100,000 miles. 

The inspiration for their efforts was provided by the primary aim of the College 
to extend the frontiers of all branches of surgery. The immediate objective of your 
committee was to arrange this program, intended to add to our scientific knowledge 
and to our philosophy. Today, from many distant points, the paths of participants, 
members and guests of our Section converge at Philadelphia. 

Physiology is the common denominator which observes neither social planes nor 
other distinctions between the individual components of the race. Pathology exacts 
its painful toll regardless of persons or personalities or of their geographical distribution. 

here is unity of purpose in our meeting here. It is our mutual aspiration to make 
less hazardous for women everywhere the adventures of childbirth, the climacteric 
and the postmenopausal period. 

The magnan‘mity of these aims is not uniquely confined to our quarter of the world. 
During the year past certain of our members attended meetings similar to this in 
South America, in Spain, in England and in France. During the current year we were 
represented in Switzerland, Italy, Germany, Holland and Egypt as far east as Suez. 
In all of these places our foreign colleagues, inspired by the same gracious motives, 
are working toward objectives identical with our own. It is not surprising, therefore, 
that in the plans for the future of our International College are blueprints for the 
creation of an international section of obstetrics and gynecology. If the folly and 
destruction of war had not intervened and postponed its realization our meeting 
today might well have been attended by many of our colleagues from other lands. 

It seems incredible that the seed of this now vast organization was disseminated 
only twenty years ago by one who, fifty years earlier, had come to these shores as an 
immigrant lad from the Tatra Mountains of Austria-Hungary. Although he was an 
accomplished boy musician, the four strings of a violin did not provide for his youthful 
spirit sufficient notes for self-expression. The keyboard of his dreams required a 
greater range! He became a doctor. Few people have ever sown the seeds of a 
benevolent dream and have lived to participate in its harvest. The Founder of this 
College, Dr. Max Thorek, as active as ever and still a youth in mind and spirit, enjoys 
this exceptional experience. 

In closing, | wish to express my sincere thanks to all the members of our Committee, 
and of this Section, whose efforts have made this program possible. 


*This fine tribute to the College, which we believe cannot fail to interest every member, was made by 
Dr. Pieri on the occasion of his opening address as Chairman of the Section on Obstetrics and Gynecology 
at the Twentieth Annual Congress in Philadelphia. 
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International Otolaryngologic Congress 


The Sixth International Congress of 
Otolaryngology will be held in Washing- 
ton, D. C., May 5-10, 1957. Topics sched- 
uled for discussion at the plenary sessions 
are “Chronic Suppuration of the Temporal 
Bone,” “Collagen Disorders of the Re- 
spiratory Tract” and “Papilloma of the 
Larynx.” The discussions on these sub- 
jects will be opened by internationally rec- 
ognized authorities on these questions. 

Two types of communications are in- 
vited: brief contributions on the afore- 
mentioned subjects and original papers, 
limited to fifteen minutes, on other ques- 
tions. Such communications should be in 
English, French, German or Spanish, the 
official languages of the Congress. Per- 
sons interested in submitting contribu- 
tions to the program may make their ar- 
rangements with the General Secretary. 

Motion pictures will be shown continu- 
ously except during the plenary sessions, 
and scientific and technical exhibits are 
being arranged. An interesting program 
of social functions, visits to places of in- 
terest in and around Washington and post- 
Congress tours is being arranged. 

Information about registration, housing, 
entertainment and the like may be secured 
by writing to Paul H. Holinger, M.D., Gen- 
eral Secretary, 700 North Michigan 
Avenue, Chicago 11, Illinois, U.S.A. The 
official travel agent for the Congress is 
the American Express Company, whose 
offices throughout the world will handle 
travel arrangements not only to the Con- 
gress but for post-Congress tours. 


Widespread Notions About Death from 
Heart Disease Upset 


An epidemiologic study based on 30,000 
deaths from cardiovascular-renal disease 
in Chicago in 1953, conducted by Dr. Jere- 
miah Stamler of the department of cardio- 


Medical News Front 


vascular research at Michael Reese Hospi- 
tal, disputes the widespread notion that 
coronary diseases exact their highest toll 
among middle-aged executives. Dr. Stamler 
found, instead, that deaths from coronary 
diseases are most common among people 
doing the least skilled work. He based his 
study on information furnished by Drs. 
Herman N. Bundesen and William I. Fish- 
bein of the Chicago Health Department, 
according to a report in Medical News. 

Dr. Stamler grouped professional 
workers, officials, proprietors and mana- 
gers as executives. Among electricians, 
mechanics and the like—classed as skilled 
workers—the incidence of death was just 
above that among executives. Service em- 
ployees were next in line, and the inci- 
dence was highest among those least 
skilled. 

Among women, death from coronary dis- 
ease was most common among housewives, 
of whom two died for every employed 
middle-aged woman dying of the same ill- 
ness. This ratio held true also among 
Negro women. Death rates among women, 
as among men, were lowest among execu- 
tives, with sales and clerical personnel next 
in line. 

Two to three times as many men earn- 
ing $2,000 or less annually died of heart 
ailments as men in the higher income 
groups. Although deaths are fewer among 
Chicago executives and professional 
workers than in the other groups, they 
nevertheless are far more numerous than 
among men in the executive and profes- 
sional group in England, Italy and Japan. 

Dr. Stamler attributes the high death rate 
from coronary disease among lower income 
groups in Chicago to diet, pointing out 
that in Chicago—unlike cities of Europe, 
Asia, Africa and Latin America—the food 
among people in the low income group is 
apt to be high in fat content and caloric 
intake, yet deficient in the whole grains, 
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fresh fruits and vegetables that contain so 
many of the important vitamins and min- 
erals and that are included in the better- 
balanced, though excessive, diets of Chi- 
cago executives. He does not, however, 
overlook the importance of other possible 
factors, like physical activity and the qual- 
ity of medical care. The results of Dr. 
Stamler’s study tend to support observa- 
tions elsewhere in that they provide in- 
sufficient data to suggest hereditary, racial 
or ethnic factors as causing the differences 
in mortality rates. He found some indica- 
tion, however, that deaths from coronary 
disease and hypertension might in the 
Negro arise from emotional factors re- 
lated to the Negro’s assigned position in 
the social order. Four times as many 
Negroes, as white persons in Chicago, died 
in middle age of hypertension, in which 
emotional factors are commonly believed 
to play a causal role. 

Conclusive evaluations require further 
research, more thorough study of autopsy 
reports, extending the analysis to foreign- 
born populations in Chicago, comparing 
urban with rural groups and studying the 
mode of life of living persons in relation 
to coronary diseases. Dr. Stamler does, 
however, feel that research by use of the 
epidemiologic method and combining the 
results of clinical and animal investiga- 
tions will provide fruitful leads to the eti- 
ology of diseases like coronary disease and 
hypertension. 


Laryngospasm Studied with the Help of 
Color Motion Pictures 


To facilitate study of a laryngospasm 
in the course of electric shock therapy, 
motion pictures of the spasm were recently 
recorded on color film at the Veterans Ad- 
ministration Neuropsychiatric Hospital in 
Pittsburgh, Pennsylvania, according to 
Medical News. 

After a laryngoscopic examination of a 
patient about to undergo shock therapy 
was made by Dr. Kenneth H. Hinderer, an 
otolaryngologist of the University of Pitts- 


burgh School of Medicine, a 16 mm. movie 
camera was attached to the laryngoscope 
by Dr. Ernest J. Fogel, chief of profes- 
sional services of the hospital. A pho- 
tographer then took over while a medical 
team of eight or nine specialists—includ- 
ing anesthesiologists, neurologists and 
nurses, assisted by Dr. James T. McClowry 
of the department of neurology—helped 
with the filming of the laryngospasm. 

The earliest waverings of the vocal 
cords, as the spasm commenced with the 
beginning of electric shock therapy, were 
recorded as was the subsequent constric- 
tion of the air passage by the more power- 
ful later contractions. For the first time 
in medical history, a permanent and ac- 
curate record of laryngospasm has been 
made for the use of those interested in 
studying neuropsychiatric or anesthesio- 
logic problems or in understanding diffi- 
culties encountered in working with epi- 
leptic patients and possibly even the vic- 
tims of drowning accidents. 


Legal Aspects of Artificial Insemination 


George E. Hall, a member of the legal 
staff of the American Medical Association, 
warned a postgraduate meeting of the Chi- 
cago Medical Society against practicing 
artificial insemination unless the donor is 
the husband, according to Medical News. 
The basis for his warning was a ruling by 
the Superior Court of Cook County, Illi- 
nois, in the case of Doornbos v. Doornbos 
that the use of a donor other than the hus- 
band constitutes adultery on the part of 
the mother. Although the adequate con- 
sent of all persons involved would protect 
the physician from civil liability, Mr, Hall 
said, it would be no protection if the pro- 
cedure itself is regarded a criminal act. 

Dr. Henry A. Davidson, who wrote on 
the same topic for the October issue of 
Medical Economics, suggested several pre- 
cautions before artificial insemination is 
undertaken: that the woman to be in- 
seminated be over the age of consent; that 
written consent, as well as a legal release, 
be secured from the husband and wife and 
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the donor and the donor’s wife; that the 
family independently select the obstetri- 
cian ‘without informing him about the in- 
semination; that the husband be present 
during the procedure, that some of his 
seminal fluid be mixed with the donor’s if 
possible and that he himself press the 
plunger after the syringe tip is in place. 


Effective Transplant of Human Kidney 


To correct malignant hypertension in 
24-year-old Richard Herrick, a healthy 
kidney was transplanted from his identical 
twin, Ronald. The transplant, according to 
Dr. Joseph E. Murray of Peter Bent Brig- 
ham Hospital and Harvard Medical School, 
was necessitated by disease of both the 
patient’s kidneys. The diseased kidneys 
were removed to prevent their interfering 
with the function of the transplant. Re- 
porting to the clinical congress of the 
American College of Surgeons recently, 
Dr. Murray stated that the transplanted 
kidney has continued to function effec- 
tively for one year, that the patient’s 
activity is unlimited and that he has ex- 
perienced no apparent disability or any 
unpleasant symptoms. No comparable 
transplant has previously survived longer 
than five and one-half months, but in 
other instances the kidney had always 
been taken from an unrelated donor. The 
success of this transplant is attributed to 
the immunologic and genetic similarity of 
the tissues in identical twins. 


New Mobile Respirator for Polio Patients 


A new, compact and simple respirator, 
combining tracheotomy and intermittent 
positive pressure, has been devised by 
Dr. Frederick H. Van Bergen, associate 
professor of anesthesiology at the Uni- 
versity Hospital in Minneapolis, Minne- 
sota, and his associates. The apparatus 
weighs onty 125 pounds, only 14 pound of 
which rests on the patient, and costs ap- 
proximately half the price of an iron lung. 
It is expected to be available commercially 
in the summer of 1956, according to Med- 
ical News. 


Among the advantages of the new res- 
pirator are its compactness, which elimi- 
nates many of the nursing and treatment 
problems encountered with the use of the 
cumbersome iron lung-type apparatus. The 
patient can sit up for his meals and for 
recreational activity. He can be moved to 
any part of the hospital for special ex- 
aminations and can benefit from many 
types of rehabilitative treatment. 

Seven months of clinical trials have dis- 
closed numerous other advantages. The 
new type respirator, according to Dr. Van 
Bergen and his associates, greatly facili- 
tates the maintenance of proper circula- 
tory and respiratory function. Normal 
alveolar ventilation may be attained by 
accurate and independent control of tidal 
volume and rate. The delivery unit is rigid 
and nondistensible, permitting precise vol- 
ume control. Optimal volume-pressure re- 
lationships are maintained by reducing 
mean airway pressure, by properly phas- 
ing the respiratory cycle, by steep ac- 
celeration of the inspiratory segment 
with rapid return of atmospheric pressure 
and by utilization of the negative pressure 
phase. Pressure-limiting valves and warn- 
ing devices incorporated in the ventilator 
also make safer the normal ventilatory 
volume-pressture excursions. 


Model Operating Theater 


A model of a new infection-proof oper- 
ating theater has been designed by a group 
of doctors, architects and lighting engi- 
neers in Britain. It has a domed ceiling 
and contains more than a hundred port- 
holes in its roof and walls, through which 
come lighting and purified air. 


Preliminary Trials of New Antibiotic 


Extensive clinical studies are now under 
way testing the new antibiotic Albanycin. 
Dr. E. Gifford Upjohn reports that pre- 
liminary trials indicate that it will be ef- 
fective in the treatment of bacterial infec- 
tion in the skin, lungs, bone, urinary tract 
and the blood stream. 
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PETRONIO ALAVA 
M.D., F.I.C.S. 

Petronio Alava was born in Pila, Laguna 
Province in the Philippines on Dec. 26, 
1898, and died in Wilmington, Delaware, 
on Oct. 11, 1955. Upon graduation from 
Manila High School in 1917, Dr. Alava 
completed his premedical studies at the 
University of the Philippines in 1919 and 
at the University of Missouri in 1921, 
from which he graduated with a Bachelor 
of Arts degree. He earned his degree of 
Doctor of Medicine at the Washington 
University School of Medicine in St. Louis, 
Missouri, in 1923. His postgraduate studies 
included work in operative surgery and 
surgical anatomy at the Graduate School 
of Medicine, University of Pennsylvania, 
and at the New York Polyclinic Hospital 
and Medical School. He served a general 


FRANCIS ERLE SPENCER 
M.D., F.I.C.S. 


Francis Erle Spencer, born ‘on Dec. 4, 
1891, in Oxford, Pennsylvania, died in Wil- 
mington, Delaware, Sept. 20, 1955. After 
preliminary education in West Grove, 
Pennsylvania, Dr. Spencer studied at 
Hahnemann Medical College in Philadel- 
phia, where in 1915 he qualified for his de- 
gree of Doctor of Medicine. He did post- 
graduate work at the University of Vienna 
in 1927 and at the Long Island Medical 


SYNESIO DE MELLOE OLIVEIRA 
M.D., F.I.C.S. 


The Brazilian Section of the Interna- 
tional College of Surgeons lost one of its 
most distinguished members when Dr. 
Synesio de Melloe Oliveira, of Sao Fosendo 
Rio Preto, died September 21, 1955, at the 
age of 53. He was born December 23, 
1901, at Campinas, State of Sao Paulo. 


In Memoriam 


internship at St. Alexis Hospital in Cleve- 
land, Ohio, and residencies at Cleveland 
Woman’s Hospital and subsequently at St. 
Francis Hospital in Wilmington, Delaware. 

Dr. Alava was a member of the courtesy 
staff of the department of surgery of St. 
Francis Hospital from 1931 to 1944, and 
an associate in surgery at the same hos- 
pital from 1944 to 1945. He was chief of 
surgery at St. Francis Hospital from 1945 
on. Since 1944, Dr. Alava was a lecturer 
and instructor of surgical nursing at the 
St. Francis Hospital Training School. He 
was a member of the New Castle County 
Medical Society, Wilmington, Delaware, 
of the Delaware State Medical Association, 
the Delaware Academy of Medicine and of 
the American Medical Association. He was 
elected a Fellow of the International Col- 
lege of Surgeons in August 1952. 


College in Brooklyn, New York, in 1929. 
After serving his internship at Hahne- 
mann Medical College, he specialized in 
obstetric and gynecologic surgery. In 
1937 he was named Chief of the Depart- 
ment of Obstetrics and Gynecology at 
Memorial Hospital in Wilmington, Dela- 
ware. Dr. Spencer was a member of the 
New Castle County Medical Society, the 
Delaware State Medical Society and the 
American Medical Association. He was 
elected a Fellow of the International Col- 
lege of Surgeons on Sept. 9, 1947. 


Dr. Oliveira studied at the Rio de Ja- 
neiro University, where he received his 
degree in 1926. He specialized in eye sur- 
gery and was the author of many articles 
and published works on ophthalmology. 
After serving as President of the Alto 
Araraquarense Regional Division from 
1949 to 1951, he had been re-elected, for 
another two years, as president of the 
same Division shortly before his death. 
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CARL GUSTAVE MILLER 
M.D., A.L.C.S. 


Carl Gustave Miller, who was born on 
Oct. 5, 1904, died on May 28, 1955, in 
Fort Wayne, Indiana, the city of his birth. 
He received his preliminary education, 
through high school, in Fort Wayne and 
had his premedical and medical training 
at the University of Michigan, where he 
qualified for his degree of Doctor of Medi- 
cine in 1927. He served his internship as 
well as his residency at the Lutheran Hos- 
pital of Fort Wayne, becoming a member 
of the staff in 1928. His service in this 


DIGBY WHEELER 
M.D., F.1.C.S. 


Dr. Digby Wheeler, one of the best 
known citizens of Winnipeg, Manitoba, 
Canada, died on the train on his way home 
from Philadelphia, September 27, where 
he had received the last of a long line of 
medical honors, the degree of Fellow of 
the International College of Surgeons. 

Dr. Wheeler died of a heart attack as 
the train was nearing Winnipeg about 
4 a.m. 

Dr. Paul L’Heureux, Director of St. 
Boniface Hospital, at a special staff meet- 
ing, spoke for the entire hospital when he 
said, “Everybody knew Dr. Wheeler. We 
have nothing but the highest regard for 
his work here.” 

As chief radiologist he had had a long 
association with St. Boniface, and had held 
appointments as a radiologist at Miseri- 
cordia, Grace, Shriner’s, Victoria and Deer 
Lodge Hospitals. As chairman of the 
building fund for the expansion of St. 
Boniface Hospital, he played a leading part 
in the success of the undertaking. 


hospital was uninterrupted until 1942, 
when, as a member of the United States 
Armed Forces, he served as Chief of Gen- 
eral Surgery at the Station Hospital at 
Camp Croft, South Carolina, and later as 
surgeon of the 60th Field Hospital of the 
Third Army in the European Theater of 
Operations. Upon his return from military 
duty, he went back to the Lutheran Hos- 
pital, where in 1948 he was elected Presi- 
dent of the Hospital Staff. Dr. Miller, 
whose work was in general surgery, has 
been an Associate of the International Col- 
lege since Oct. 23, 1949. He was a member 
of the Indiana State Medical Association 
and of the American Medical Association. 


Born at Brantford, Ontario, 63 years 
ago, Dr. Wheeler graduated from Toronto 
University in 1913, and attended the Uni- 
versity of Manitoba. Two years later he 
began his work at St. Boniface as an 
intern. For a short time he was a gen- 
eral practitioner at St. James, and after 
continuing his studies in London, England; 
the Mayo Clinic, and at Memorial Hospital, 
New York, he specialized in radiology. 

Dr. Wheeler served with the rank of 
captain in the RCAMC in the First World 
War, and from 1939 to 1945 was consult- 
ing radiologist for No. 2 Air Command. 

He was President Emeritus of the Uni- 
versity of Manitoba, Department of Radi- 
ology; member of the Royal College of 
Surgeons, London; Fellow of the Faculty 
of Radiologists, London; past President of 
the Winnipeg Medical Society, and a mem- 
ber of many other organizations in Canada 
and the United States. 

For the past two years he served as 
President of the Winnipeg Symphony So- 
ciety and was known to have a remarkable 
appreciation of music and a genuine in- 
terest in the arts. 
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Sculptor Louis A. Linck touches up the statue of Andreas Vesalius, the noted 

Belgian 16th Century anatomist. This is one of the group of sculptures, the 

gift of Mr. and Mrs. Edwin Speidel to the Hall of the Immortals in the Inter- 
national Surgeons’ Hall of Fame. 
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It is pleasant to be able to record, at the 
beginning of a new year of work and 
achievement, that many heartening com- 
ments have been drifting our way with re- 
gard to the quality of our Congress pro- 
grams. “A real experience,” writes one 
guest surgeon, referring to last Septem- 
ber’s meeting in Philadelphia. “It was the 
most brilliant professional meeting, and 
the most rewarding in every way. that I 
ever attended.” And another: “What im- 
presses me about all the ICS meetings is 
the way this organization has managed to 
do away entirely with the eternal dry-as- 
dust lecture-room atmosphere that one has 
become resigned to in most medical con- 
ferences. There wasn’t a dull moment in 
Philadelphia. On the contrary, there was 
so much to see and talk about and listen 
to that it was impossible to cover the 
whole meeting; but they had it arranged 
somehow so that nobody had any trouble 
attending whatever interested him most, 
and a good share of the other things as 
well. It was certainly planned by experts.” 
And still another: “That Film Forum is an 
excellent thing, and it gets better every 
year. I am amazed at the scope and va- 
riety of the program. There is something 
new every time. On top of the regular 
program’’ [General Assembly. — Ed.] 
“there are eight or nine specialty sections 
that hold programs and symposiums of 
their own. There’s a Section on Occupa- 
tional Surgery now, and in Philadelphia 
there was a really remarkable program for 
surgical nurses—somebody ought to have 
thought of that long ago. And all of it 
handled so smoothly! Why, they must 
start working on next year’s program the 
minute the curtain falls on the one they’re 
having.” 

Indeed they do. That is the secret. That, 
plus the fact that the International Col- 
lege of Surgeons is a teaching institution 
and, moreover, occupies a unique position 


Comments by the Founder 
Progress and Programs 


“iy in that capacity: It 
_ is the only such in- 
stitution that encir- 
_ cles the globe. There 
are countless fine 
teaching organi- 
zations of national 
scope, in our own 
country and others, 
praised too highly 
for their achieve- 
Dr. Max Thorek ments. Our College 
has gone still farther, foreseeing with pin- 
point accuracy from the beginning that a 
time would certainly come when the world 
would need holding together as never be- 
fore, and that medical and surgical science 
would be called upon for exertions uncon- 
fined by national boundaries. 

If our programs, therefore, impress our 
guests as brilliant, the reason is not far 
to seek ; we call together not only the best 
surgical talent of our own country but the 
“cream of the crop” from many other 
lands. No major Congress of the Interna- 
tional College of Surgeons is without its 
complement of distinguished -foreign 
guests, whose presentations infuse into 
the program a quality which, like the Col- 
lege itself, is unique. If there is anything 
new and refreshing under the sun, it is 
seeing a unified world presaged and proph- 
esied by a meeting of minds drawn to- 
gether, as by some colossal magnet, from 
the uttermost corners of the earth. 

If there is always something new on our 
programs, it is because there is always 
something new that presents a challenge. 
If we did not strive to the limits of our 
ability to keep abreast of the times so far 
as our own profession is concerned, we 
should have no right to call ourselves a 
College. 

If our Congresses proceed smoothly and 
without visible effort, it is because of the 
dedication, devotion and ingenuity of the 
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Fellows who plan them . . . men like Dr. 
Harry E. Bacon, Program Chairman of the 
Philadelphia Congress, and. Dr. Moses 
Behrend, General Chairman. Dr. Peter A. 
Rosi, who is Program Chairman for the 
forthcoming Congress in Chicago next 
September, can be confidently expected to 
handle this exacting task as brilliantly as 
he did in Chicago’s 1954 Congress. 

There is no dearth of such men in the 
College—men who not only “start work- 
ing on next year’s program the minute the 
curtain falls on the one they’re having” 
but count it an honor and a privilege to do 
so. The innovation of 1955, the Surgical 
Nurses’ Section in Philadelphia, achieved 
its outstanding success under the efficient 
leadership of its General Chairman, Miss 
Laura Jackson, Coordinator of Public Re- 
lations of the International College of 
Surgeons. 

The comments I have quoted are only 
three out of many. Some of them came by 
letter to me or to other officers of the Col- 
lege; some were transmitted, as comments 
often are, by word of mouth from one 
friend to another until at last they reached 
the College Home. Not all, by any means, 
are confined to the Philadelphia Congress, 
for the aggregate extends over several 
years and includes, at one extreme, inter- 
national meetings such as the Twentieth 
Anniversary Congress in Geneva and, at 
the other, a number of regional meetings 
in the United States. 

Again, not all the compliments are con- 
fined to the scientific side. There is hearty 
appreciation, warmly expressed, of the 
care with which our social arrangements 
are made in advance of each Congress, 
with something fresh and inviting on each 
occasion; of the great variety and interest 
of our exhibits; of the fine work of the 
Woman’s Auxiliary in welcoming and en- 
tertaining our guests; of the eminent 
speakers who deliver our Convocation ad- 
dresses, and of the grace, dignity and 
beauty of our Convocation ceremonies. 

It is not surprising, perhaps, that many 
of these generous tributes come from non- 


members—many of whom, by the way, 
are nonmembers no longer! Awaiting the 
guest who attends one of our Congresses 
for the first time is a certain element of 
surprise at what he finds there—the mini- 
mal time devoted to organizational busi- 
ness, most of which is taken care of sep- 
arately; the total absence of political log- 
rolling; the intense concentration upon the 
matters in hand, and the spirit of serene 
good will and human companionship that 
prevails throughout. A Fellow of the Col- 
lege, being well acquainted with this at- 
mosphere, feels no surprise. This is not 
to say, of course, that he does not appre- 
ciate the quality of the program or his 
own honor and privilege in participating 
as a Fellow of the College. He does. The 
proof lies in the kind of service he gives 
to the College and to the profession, which 
is exactly what brings forth tributes like 
those I have quoted. He is busy as all out- 
standing men are busy, but he is never too 
busy to support the College with the last 
ounce of energy he can summon. 

We should not be human if we did not 
rejoice in the ever-increasing witness of 
the scientific world that the International 
College of Surgeons stands alone of its 
kind: the only international teaching in- 
stitution for surgeons, bearing the proud 
additional distinction of having been the 
first to recognize and supply the need of 
an International Surgeons’ Hall of Fame 
to strengthen our profession’s allegiance 
to the great minds of surgical history. Is 
not the laborer worthy of his hire? What 
labors have gone into the realization of 
this dream only God and the laborers 
know. Yet now, as never before, we know 


that we must not rest on our laurels. As 


our strength increases, so does our respon- 
sibility. The task we have assumed is gi- 
gantic and still growing. We take this op- 
portunity to thank all our friends and 
well-wishers everywhere who have ex- 
pressed such generous appreciation of our 
efforts, and to bid them welcome to any 
and all of our meetings. The College latch- 
string is always out to a friend. 
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From the Executive Director’s Notebook 


On Dec. 7-10, 1955, 
the Philippine Sec- 
- tion of the Interna- 
tional College of 
Surgeons and the 
Philippine College 
of Surgeons held 
_ their second Joint 
Annual Meeting. It 
was my good for- 
tune to be invited 
to this meeting, to 
appear on the pro- 
gram as guest 
speaker for the 
opening meeting and later to present a 
paper, “The Use of Blood and Blood De- 
rivatives in Surgery.” 

I left Chicago on the afternoon of De- 
cember 4 and flew directly, some 9,000 
miles, to the Philippines, with short stops 
en route at San Francisco, Hawaii, Wake 
Island and Guam. At Guam, it was my 
pleasure to visit with the commanding 
officer of the Naval Hospital, who brought 
me up to date on many of the improve- 
ments and developments that have taken 
place on that island since my last visit 
there some eight years ago. 

Guam is the largest land mass in that 
area of the Pacific and promises to become 
increasingly attractive to Americans visit- 
ing the Far East. The other Islands— 
Marianas, Saipan, Tinian and Rota — are 
beautiful but as yet largely undeveloped. 
These Islands are not strangers to the 
personnel of the Navy, Marines or Air 
Force, for they served as United States’ 
bases during World War II. Guam fell 
without too much loss of life in driving 
out the Japanese, but the battle for Saipan 
was one of the most hard fought of the 
entire Far-Pacific campaign. 

It is a six-hour flight from Guam to the 
Philippines, where I arrived at midnight, 
to be met by the presidents of the two 
surgical societies of the Islands, Dr. For- 
tunato S, Guerrero, of the Philippine Col- 
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lege of Surgeons, and Dr. Gumersindo 
Garcia, Sr., of the Philippine Section of 
the International College. 

The beautiful Manila Hotel, which was 
to be my home during the ensuing days, 
was a shambles when I last visited Manila 
in 1945. It had been bombarded by the 
Japanese and later by our own planes 
when we were driving out the Japanese 
forces. Today no sign of that destruction 
remains and the hotel is again a thing of 
beauty, modern in every regard. 

On Wednesday morning, December 7, 
the meeting opened at the Philippine Gen- 
eral Hospital. Attendance was excellent, 
more than 700 being present. Dr. Guerrero 
was the presiding officer for the opening 
session, and one feature on the program 
was music played by the famous Philip- 
pine Constabulary Band, an organization 
whose great history goes back to the days 
of Philippine liberation from Spanish rule, 
around 1900. 

The morning meeting was given over to 
the induction of new members, the award- 
ing of Honorary Fellowships to the living 
and, posthumously, to two famous Philip- 
pine surgeons of the past. 

After the Presidential address, it was 
my honor to give the opening address for 
the Congress. A luncheon was then served 
at the Manila Hotel, after which we in- 
dulged in a siesta, also a pleasant custom 
in the Philippines. 

In the late afternoon, open house was 
held by courtesy of the Pfizer Laboratories 
for the many hundreds of delegates, and 
a cocktail party followed. 

One thing of note was that each eve- 
ning there was a professional program at 
the Philippine General Hospital, the morn- 
ings being left free for visits to that and 
other hospitals and the two universities 
to study the technic of current operative 
procedures in the Philippines. 

During the afternoon I called upon the 
American Ambassador, The Hon. Homer 
Ferguson, former Senator from Michigan. 
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I was accompanied by the presidents of 
the two surgical societies of the Philip- 
pines, General Valdés and also the Direc- 
tor of the Philippine Red Cross Blood 
Bank. Ambassador Ferguson is deeply in- 
terested in public health and has been able 
to interest some of the American Founda- 
tions in problems of health in the Philip- 
pines. 


Pearl Harbor Day Commemoration 


On Thursday morning there were visits 
to hospitals and an opportunity for shop- 
ping. Luncheon that day was an outstand- 
ing event, as Dr. Garcia had invited both 
Dr. Guerrero and myself as his guests to 
the Rotary Luncheon Meeting. This hap- 
pened to be Pearl Harbor Day, and the 
President of the Rotary Club invited me 
to speak, in commemoration of the event 
that brought the United States actively 
into World War II. I met a cross section 
of the people, many of them from Manila, 
and gained new impressions of activities 
in the Islands today. In the afternoon, 
the professional program was continued, 
and it was later my pleasure to entertain 
some of my Philippine hosts at dinner in 
the Manila Hotel. In the evening the pro- 
fessional program went on, and it was 
then that I read my paper on the use of 
blood and blood derivatives in surgery. 


Visit with Director of Health 


Friday I was up at 7 a.m. and away for 
breakfast at the Filipinas Hotel with Dr. 
Paulino J. Garcia, Director of Health in 
the Islands. He had a number of guests. 
From this pleasant affair we left for an 
inspection of the Health Department, lo- 
cated on the compound of San Lazaro Hos- 
pital. This was the hospital at which I 
encountered my first case of tropical dis- 
ease in 1919. Many new buildings are 
going up on the compound; these will help 
to modernize preventive medicine in the 
Philippiries and will also give the Islands 
one of the most modern tuberculosis hos- 
pitals that I have seen. 

From there we went to the University 
of Santo Tomas, where we had a fine op- 


portunity to see a great university at 
work. This is one of the oldest universities 
in that part of the world, having been 
established in 1577. Our American people 
have great reason to be grateful to this 
institution, for it was here that thousands 
of United States citizens were interned 
during World War II, and it is thanks to 
the intelligent and protective care of the 
university staff that many of them are 
alive today. 

From here I went to American Red 
Cross headquarters, where I met with the 
Board of Directors, discussing mainly the 
problems of blood banking in the Philip- 
pines. I had an opportunity to inspect 
their blood center and to see the methods 
used in their work. They, compare with 
our practices in the United States, the di- 
rector being one of the fine technical men 
in this field. 


Fine Philippine Architecture Survives 


After the professional program on Fri- 
day afternoon, Gen. Valdés entertained us 
at a dinner. This took place in the Gen- 
eral’s home—a typical Filipino house, built 
some forty years ago—in honor of the 
Executive Director. Fortunately the Val- 
dés house escaped bombing during World 
War II, for it would have been impossible 
to rebuild with the wonderful woods and 
materials that have gone into its con- 
struction. From dinner we returned to the 
Philippine General Hospital for the final 
professional program. On Saturday morn- 
ing I had breakfast again with the Secre- 
tary of Health and then revisited the Uni- 
versity of Santo Tomas, where I addressed 
the staff of that great teaching institution. 
The University will graduate well over 
500 medical students this year. The em- 
phasis of my talk was on medical educa- 
tion. The Islands lack opportunities for 
postgraduate study. I urged the President 
of the University and his Board to take 
steps to set up a postgraduate section and 
take advantage of the tremendous amount 
of clinical material available in the Islands. 
I also pointed out what is being done 
under the auspices of the International 
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College of Surgeons to set up postgraduate 
courses for young surgeons in the great 
universities of Europe and, to lesser de- 
gree, in the universities of the United 
States. We intend to correct the picture 
in the United States, for certainly institu- 
tions in which the International College 
of Surgeons is so well represented should 
match the opportunities given to us and 
to the young European surgeons in the 
great universities of Europe. 


Conference with President Magsaysay 


I then went directly to the American 
Embassy and, together with the United 
States Ambassador, proceeded to the Ma- 
lacanang Palace for a half-hour visit with 
President Magsaysay—a dynamic figure, 
whose sincere interest in the individual 
citizens of his country greatly impressed 
me. We discussed at length the great pro- 
gram for the improvement of rural health. 
Having had considerable time with the 
Secretary of Health, I was reasonably 
familiar with the program; and, having 
had the opportunity in past years to visit 
practically every part of the Philippines, 
I hope I was able to comment in a useful 
fashion on what could be done in securing 
a better method of administration, so that, 
even with the meager medical personnel 
available, better results:could be brought 
about. President Magsaysay is completely 
aware of his great problem and realizes 
that it will be solved only when he has 
sufficient doctors, practical nurses and 
Sanitary engineers and workers who can 
do the great job needed in the provinces 
where there are very few towns. His pro- 
gram will call for setting up more small 
hospitals and clinics, so that young doctors 
can be attracted from the universities for 
work in rural provinces. There are some 
16,000,000 people in the Philippines, with 
2,000,000 in the Manila area. This leaves 
some 14,000,000 to be cared for by fewer 
than 1,500 doctors, so the need is great. 

The Secretary of Health is a Doctor of 
Medicine, in fact, a Professor of Radiology 
at the University of Santo Tomas. The 
Philippine Government is fortunate to 


have this energetic doctor, with his great 
foresight and talent, as the Minister of 
Health. It is my hope that some of our 
American Foundations, which have done 
so much to improve health in needy coun- 
tries, will turn their eyes to the Philip- 
pines. Here is a country, made up of 
people who are friends of the United 
States, a country for which we feel respon- 
sible and must feel responsible through 
this and the next generation. The Philip- 
pine government is standing on its own 
feet, but we in the United States should 
recognize that here is a true democracy, 
one that we have helped to create. 

At noon, I embarked for the United 
States by way of Hawaii, where I was met 
Saturday evening by Dr. William J. 
Holmes, one of the representative mem- 
bers of the International College. Sunday 
was a busy day, with a meeting after 
breakfast at the Halekulani Hotel. This 
was a combined meeting, of the Gover- 
nor’s Committee on Rehabilitation and 
Employment of the Handicapped and of 
members of the International College of 
Surgeons. The members of the College ar- 
ranged a luncheon, at which membership 
plans for the coming year were discussed. 

Also discussed were methods of plan- 
ning for an ophthalmologic organization 
in the Orient, with the International Col- 
lege of Surgeons as its chief sponsor. Dr. 
Holmes has done a great deal of spade 
work in this regard. The problem of eye 
disease is startling, for in India alone 
more than 2,000 persons are blind because 
of cataracts. For most of them vision 
could be restored by surgical procedures, 
if there were money and facilities. The 
same situation exists to lesser degree in 
all of the South Pacific Islands, in Indo- 
nesia and in other adjacent countries. It 
is my hope that we can follow through on 
setting up such an organization during 
the coming year. 

My return to Chicago was uneventful, 
and I have only this to add to my story: 
My appreciation and gratitude for the 
friendliness and hospitality extended to 
me everywhere, and especially in the 
Philippines, on this memorable visit. 
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United States 


Two of the larg- 
est regional meet- 
ings in the history 
of the International 
College of Surgeons 
are scheduled for 
April and May of 
this year. The first 
of these, to be held 
in Madison, Wiscon- 
sin, on April 26-28, 
has a 

' planned that is al- 
President, U.S. Section scope. 

Madison, the capital of Wisconsin and 
the home of the famed University of Wis- 
consin, has been named the “Athens of the 
West.” Following the national survey con- 
ducted by the editors of Life magazine, 
Madison was chosen as the most desirable 
city in which to live. Its 110,000 people 
enjoy the advantages of the city’s five 
beautiful lakes, numerous parks and a 
countryside that abounds in wooded hills 
and valleys. In the spring of the year its 
famed beauty attracts tourists from afar. 

That the Madison meeting will attract 
surgeons from all parts of the country is 
assured by the caliber of the speakers who 
have already accepted places on the pro- 
gram. Members of the International Col- 
lege and nonmembers are expected to at- 
tend. Among those who have already 
agreed to take part in the program are: 
Dr. Curtice Rosser, Dallas, member of the 
United States Section and President-Elect 
of the International College of Surgeons, 
Professor and Head of the Department of 
Proctology, Southwestern University Med- 
ical College, and Past President of the 
American Proctologic Society; Dr. Harry 
E. Bacon, Philadelphia, whose title at 
Temple University is similar and who is 
also a Past President of the American 
Proctologic Society, a recognized inter- 
national authority in proctology; Dr. 
Ralph Coffey, Chief of Staff of the Kansas 
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City General Hospital, and one of that 
city’s eminent surgeons; Dr. Ross T. 
McIntire, Executive Director of the Inter- 
national College, and an authority on 
blood substitutes; Dr. Peter A. Rosi, Chi- 
cago, program chairman of the Nineteenth 
and Twenty-first Annual Congresses of 
the American and Canadian Sections, a 
distinguished surgeon; Dr. Neal Owens, 
New Orleans, Professor of Plastic Sur- 
gery at Tulane University Medical School, 
internationally famed in his field; Dr. 
Earl Halligan, director of the great New 
Jersey Medical Center, a fine surgeon, and 
Dr. Max Thorek, Secretary-General of the 
International College of Surgeons, Founder 
of the College and an eminent surgeon. 

Every member of the College who re- 
sides in the Middle Western States is 
urged to be on hand to welcome these sur- 
geons who are coming such long distances 
to make this meeting a success. 

The program has been planned to con- 
tain something of interest to all. Several 
panel discussions will cover a range of 
subject matter, including topics like the 
acute surgical abdomen; gastrointestinal 
hemorrhage; biliary surgery; thyroid 
surgery; problems in herniorrhaphy; sur- 
gery of the colon; renal lithiasis; surgical 
problems of gastric ulcer, and hip frac- 
ture. Many papers, covering a wide field 
of surgical subjects by leaders in their re- 
spective fields, will also be presented, to 
provide a rich program by some of the 
finest authorities in the various fields. 

This Regional Meeting will open with 
an informal cocktail hour and a dinner 
party on Thursday evening, April 26. 
Whether one plans to drive, fly or travel 
by rail, it should not be difficult to reach 
Madison in time for the dinner. Traveling 
time from Chicago to Madison is one hour 
by air and approximately four hours by 
train or car. The Northwest and North 
Central airlines and the Chicago & North 
Western and the Chicago, Milwaukee and 
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St. Paul railroads or highways 12 and 14 
out of Chicago are the routes. For travel- 
ers coming from the Twin Cities and the 
North, the routes are approximately the 
same. From Iowa and the West, it is best 
to drive or travel by rail on the Chicago, 
Milwaukee and St. Paul Railroad or fly by 
way of either Chicago or Milwaukee. 

No formal speeches have been planned 
for the dinner on the first evening. Dr. 
Ross T. McIntire has agreed to relate some 
interesting anecdotes about his travels for 
the College during 1955. Kodachrome 
slides of -the Far East, taken during a tour 
for the International College, will be 
shown. The dinner and cocktail party on 
Friday evening will be formal or informal 
as desired. A chorus of fifty male voices 
will entertain and I plan to show Koda- 
chrome pictures I have taken of some 
European meetings of the International 
College. Dr. Max Thorek will tell of the 
scheduled Mediterranean cruise and Eu- 
ropean meetings to be held this year. 

On Saturday the meetings will end at 
3 p.m., at which time a one-hour bus tour 
of the University Campus and the City of 
Madison has been planned. Guests will be 
returned to the Loraine Hotel in time to 
make afternoon departures for . Chicago 
and other points. 

During the last national medical meet- 
ing held in Madison, in 1949, many of the 
guests stayed at our attractive resort ho- 
tel, The Edgewater, on Lake Mendota and 
were so charmed by the city that they re- 
mained for several days after the meeting. 

The Edgewater is but a few minutes’ 
ride from meeting headquarters at the 
Loraine Hotel. Members are urged to re- 
serve accommodations by writing prompt- 
ly to either of these hotels, or to the Park 
or the Belmont, which are also conveni- 
ently located. 

The regents of ten Middle Western 
States have been invited to attend and are 
especially urged to come to Madison in 
time for the dinner on the evening of April 
26, to which all officers of the College and 
their wives are invited. 

Immediately after the meeting at Madi- 
son, a Southeastern Regional Meeting of 


the United States Section will convene at 
Chattanooga under the leadership of Dr. 
William Stephenson, the Regent. Any 
medical meeting undertaken by this dy- 
namic leader is assured of success. He has 
been unusually successful in attracting to 
his charming Tennessee city many of the 
outstanding American surgeons for one 
fall surgical gathering after another. He 
enjoys the capable cooperation of a group 
of International College surgeons who 
work energetically with him. It was my 
pleasure to address the medical society of 
this city three years ago, and I was amazed. 
at the excellent attendance and enthusiasm 
of the group. Bill writes me that his two- 
day program, April 30 and May 1, lists an 
array of brilliant speakers, twenty of 
whom have already accepted invitations to 
participate. 

This meeting should enable those of the 
great Southland, who may not be able to 
attend the fine meeting sponsored by Dr. 
E. G. Gill, Regent from Virginia, at White 
Sulphur Springs, West Virginia, on Feb- 
ruary 12-15, to use another opportunity 
for postgraduate study in the good fellow- 
ship of the College. 

Regional meetings of the College are 
planned especially for persons who, for 
one reason or another, are unable to at- 
tend the national or international assem- 
blies. They serve as a medium that en- 
ables more members of the College to 
participate in programs. And they help 
to acquaint nonmembers in the area with 
the excellent work of the International 
College. To succeed, the Regional Meet- 
ings deserve the support of each member 
of the International College who lives 
within a reasonable radius of these meet- 
ings. Only with your active cooperation 
can they be entirely successful. Your ear- 
nest cooperation and attendance are re- 
quested for all scheduled meetings, so 
make plans with your family now to see 
Madison’s beautiful quintuple lakes, Chat- 
tanooga’s lovely dogwood, or both. All 
surgeons, whether members of the Inter- 
national College of Surgeons or not, are 
cordially invited to attend. 
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Double Honors to Founder 


At the moment of going to press, we 
learn that Dr. Max Thorek, International 
Secretary General and Founder of the In- 
ternational College of Surgeons, has been 
signally honored by both Turkey and Bra- 
zil. The Turkish Embassy in Washington, 
D. C., announces the award to Dr. Thorek 


of the Diploma of Doctor of Medicine 
Honoris Causa by the University of Istan- 
bul. Almost simultaneously, word came 
that the highly prized title and decoration 
of Commander of the National Order of 
the Southern Cross has been awarded him 
by the Brazilian Government. 


Mid-Atlantic Regional Conference 


The United States Section of the Inter- 
national College of Surgeons will hold its 
Mid-Atlantic Regional Conference in the 
Greenbrier Hotel, White Sulphur Springs, 
Virginia, on Feb. 12-15, 1956. Scientific 
sessions will convene at 9 a.m. and last 
until 1 p.m. Dr. Elbyrne G. Gill, F.A.C.S., 
F.L.C.S., D.A.B., of Roanoke, the Regent 
for Virginia, is the general chairman for 
the meeting. The papers to be presented 
are: 

The Use of Epidural Anesthesia for 

Excision of Lumbar Intervertebral Discs 

William P. Tice, M.D. 
Roanoke, Virginia 
Laryngocele 
Burton Soboroff, M.D. 
Chicago, Illinois 
Intratesticular Angiography: Preliminary 
Report 
M. Leopold Brodny, M.D., F.A.C.S., 
F.1.C.S., D.A.B. 
Boston, Massachusetts 
Tracheotomy: Its Present-Day Application 
and Management 
Emanuel Skolnik, M.D., F.A.C.S. 
Chicago, Illinois 
Carcinoma of the Cervix 
August F. Daro, M.D., F.I.C.S., D.A.B. 
Chicago, Illinois 
Genitoureteral Injuries Following Surgery 
“in the Abdomen and Pelvis” 
E. Park Nicely, M.D., F.A.C.S., F.I.C.S., 
D.A.B. 
Knoxville, Tennessee 
Errors and Safeguards in Surgery of the 
Spinal Cord 
James W. Watts, M.D., F.A.C.S., F.I.C.S., 
D.A.B. 
Washington, D. C. 
Ulcerative Colitis (A Motion Picture) 
Harry E. Bacon, M.D., F.A.C.S., F.I.C.S. 
(Hon.), D.A.B. 


Philadelphia, Pennsylvania 

Vice-Chairman, Qualification and Exam- 

ination Council for Fellowship, United 

States Section, International College 
Naval Medical Personnel 

Rear Adm. I. L. V. Norman, M.D. 

Washington, D. C. = 
The Chronic Cough, Bronchography and 
Bronchiectasis 

Marcellus A. Johnson III, M.D. 

Roanoke, Virginia 
Surgical Lesions Found in the Course of 
Periodic Health Examinations 

H. C. Ballou, M.D. 

White Sulphur Springs, Virginia 
Preservation of Ovarian Function by 
Transplantation Methods 

Gilbert F. Douglas, M.D., F.A.C.S., 

F.I.C.S, D.A.B. 

Birmingham, Alabama 

Chairman, Board of Regents, United 

States Section, International College 
Some of the Surgical Problems of 
Otosclerosis 

George E. Shambaugh, Jr., M.D., F.I.C.S., 

D.A.B. 

Chicago, Illinois 
Carcinoma of the Larynx 

Chevalier L. Jackson, M.D., F.A.C.S., 

F.I.C.S., D.A.B. 

Philadelphia, Pennsylvania 
Central Nervous System Lesions 
Masquerading as General Surgical Lesions 

H. Lester Reed, M.D., F.A.C.S., F.I.C.S. 

Louisville, Kentucky 
Problems in Thyroid Surgery 

Arnold S. Jackson, M.D., F.A.C.S., 

F.LCS. 

Madison, Wisconsin 

President of the United States Section of 

the International College 
Afternoons have been reserved for rec- 

reational activities. Weather permitting, 
there will be a golf tournament on Tues- 
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day, February 14. The banquet for par- 
ticipants in the Mid-Atlantic Regional 
Conference has been scheduled for Mon- 


Madison, Wisconsin, April 26-28, 1956 
Loraine Hotel 


THURSDAY, Apr. 26, 1956: 
5:00-7:00 p.m. Registration: Loraine Ho- 
tel Lobby 
7:00 p.m. Cocktails and Dinner (Crystal 
Ballroom, Loraine Hotel — Informal) : 
Officers, regents, members, wives 
8:30 p.m. Program: 
1. Admiral Ross T. McIntire, Chicago, 
Illinois 
Executive Director, International 
College of Surgeons 
2. George Callahan, M.D., Waukegan, 
Illinois 
An illustrated talk on the Far East 
10:00 p.m. Adjournment 


FRIDAY, Apr. 27, 1956: 
8:00a.m. Registration: Loraine Hotel 
Lobby 
Presiding at Meeting: 
Alfred A. Strauss, M.D., Chicago, 
Illinois, Illinois Regent 
Secretaries: Everett Coleman, M.D., 
Canton, Illinois 
John T. Sprague, M.D., Madison, 
Wisconsin 
8:30a.m. Welcome: Arnold S. Jackson, 
M.D., Madison, Wisconsin 
President, I.C.S., United States Section 
8:40a.m. Panel: THE ACUTE SURGICAL 
ABDOMEN 
Philip Thorek, M.D., Chicago, Illinois, 
Moderator 
Russell Kurten, M.D., Racine, Wis- 
consin, Wisconsin Regent 
Dexter Witte, M.D., Milwaukee, 
Wisconsin 
J. Duane Miller, M.D., Grand Rapids, 
Michigan, Michigan Regent 
Luther E. Holmgren, M.D., Madison, 
Wisconsin 
9:30am. PANCREATIC TUMORS 
Clarence Moore, M.D., Harrisburg, 
Pennsylvania 


*For full information write to Dr, Arnold S. 
Jackson, Jackson Clinic, Madison, Wis. 


day evening, February 13. An interesting 
social program has also been prepared for 
the women. 


Great Lakes Regional Meeting* 
Tentative Program : 


9:50 a.m. Intermission 
10:00am. Panel: GASTROINTESTINAL 
HEMORRHAGE 
Dean Sauer, M.D., St. Louis, Missouri, 
Moderator 
Peter A. Rosi, M.D., Chicago, Illinois 
Everett Coleman, M.D., Canton, 
Illinois 
Manuel E. Lichtenstein, M.D., 
Chicago, Illinois 
10:45a.m. Panel: BILIARY SURGERY 
Ralph R. Coffey, M.D., Kansas City, 
Missouri, Moderator 
Paul F. Doege, M.D., Marshfield, 
Wisconsin 
F. Gregory Connell, M.D., Oshkosh, 
Wisconsin 
Victor F. Marshall, M.D., Appleton, 
Wisconsin 
John R. Steeper, M.D., Madison, 
Wisconsin 
11:00a.m. DUODENAL TUMORS, Louis 
River, M.D., Oak Park, Illinois 


11:20a.m. Panel: PROBLEMS OF 
THYROID SURGERY 
Arnold S. Jackson, M.D., Madison, 
Wisconsin, Moderator 
Max M. Simon, M.D., Poughkeepsie, 
New York 
Alva H. Letton, M.D., Atlanta, 
Georgia, Georgia Regent 
Claude J. Hunt, M.D., Kansas City, 
Missouri, Missouri Regent 
Lindon Seed, M.D., Chicago, Illinois 
12:10p.m. Adjournment 
12:30 p.m. Luncheon, Loraine Hotel 
Presiding at Meeting: Russell Kurten, 
M.D., Wisconsin Regent 
Secretaries: John J. Mueller, M.D., 
Madison, Wisconsin 
William B. Hobbins, M.D., Madison, 
Wisconsin 
1:30 p.m. Panel: PROBLEMS IN 
HERNIORRHAPHY 
Raymond W. McNealy, M.D., Chicago, 
Illinois, Moderator 


£35 
11 


Jerry McRoberts, M.D., Sheboygan, 
Wisconsin 
Chester C. Guy, M.D., Chicago, 
Illinois 
Arkell M. Vaughn, M.D., Chicago, 
Illinois 
Leo M. Zimmerman, M.D., Chicago, 
Illinois 
Frank E. Ciancimino, M.D., Nyack, 
New York 
2:20p.m. Report (Topic to be Announced) 
Kenneth C. Sawyer, M.D., Colorado 
Regent 
2:40 p.m. Panel: COLON SURGERY 
PROBLEMS 
Harry E. Bacon, M.D., Philadelphia, 
Pennsylvania, Moderator 
Herbert T. Hayes, M.D., Houston, 
Texas, Texas Regent 
Curtice Resser, M.D., Dallas, Texas, 
President-Elect, I.C.S. 
Claude J. Hunt, M.D., Kansas City, 
Missouri, Missouri Regent 
Louis E. Moon, M.D., Omaha, 
Nebraska 
3:30 p.m. Charles W. Burns, M.D., Profes- 
sor of Surgery, University of Winnipeg, 
Manitoba, Canada, President, Canadian 
Medical Association 
4:00 p.m. Intermission 
4:10pm. THE USE OF TANTALUM 
MESH IN HERNIORRHAPHY, Chester 
C. Guy, M.D., Chicago, Illinois 
4:30 p.m. ULCERATIVE COLITIS, Harry 
E. Bacon, M.D., Philadelphia, Pennsy]- 
vania 
5:00p.m. Adjournment 
5:15p.m. Tour Through Jackson Clinic 
Building 
6:30 p.m. Cocktail Party (Crystal Ball- 
room, Loraine Hotel—Formal, optional) 
7:30p.m. Dinner 
8:00p.m. Program: 
1. The Mozart Glee Club 
2. Coming European Meetings, Max 
Thorek, M.D., Chicago, Illinois 
3. Past European Trips of the I.C.S. 
(illustrated), Arnold S. Jackson, 
M.D., Madison, Wisconsin 
10:00 p.m. Adjournment 


SATURDAY, Apr. 28, 1956: 


Presiding at Meeting: J. Duane Miller, 
M.D., Grand Rapids, Michigan, Mich- 
igan Regent 

Secretaries: Thomas F. Thornton, 
Waterloo, Iowa 


Maurice G. Rice, M.D., Stevens Point, 
Wisconsin 4 
8:30 a.m. Panel: RENAL LITHIASIS 
Gershom J. Thompson, M.D., Roches- 
ter, Minnesota, Moderator, Minne- 
sota Regent 
George H. Ewell, M.D., Madison, 
Wisconsin 
Walter M. Kearns, M.D., Milwaukee, 
Wisconsin 
Rubin H. Flocks, M.D., Iowa City, 
Iowa 
Alf H. Gundersen, M.D., LaCrosse, 
Wisconsin 
9:15a.m. Panel: SURGICAL PROBLEMS 
IN ULCER 
Karl A. Meyer, M.D., Chicago, 
Illinois, Moderator 
Dean Sauer, M.D., St. Louis, Missouri 
Lester R. Dragstedt, M.D., Chicago, 
Illinois 
Gunner Gundersen, M.D., LaCrosse, 
Wisconsin 
F. Gregory Connell, M.D., Oshkosh, 
Wisconsin 
Earl J. Halligan, M.D., Jersey City, 
New Jersey, New Jersey Regent 
10:00 a.m. ANORECTAL LESIONS, Curtice 
Rosser, M.D., Dallas, Texas 
10:20a.m. Intermission 
10:30a.m. Panel: THE MANAGEMENT 
OF HIP FRACTURE 
Henry Meyerding, M.D., Rochester, 
Minnesota, Honorary Chairman, 
Vice-President, International Col- 
lege of Surgeons 
Edward L. Compere, M.D., Chicago, 
Illinois, Moderator 
James J. Callahan, M.D., Chicago, 
Illinois 
Arthur Steindler, M.D., Iowa City, 
Iowa, Iowa Regent 
George J. Garceau, Indianapolis, In- 
diana, Indiana Regent 
H. L. Greene, M.D., Madison, Wis. 
11:15am. SKIN GRAFTING, A. Neal 
Owens, M.D., New Orleans, Louisiana, 
Louisiana Regent 
11:45a.m. TIC DOULOUREUX, Collin S. 
MacCarty, M.D., Rochester, Minnesota 
12:15p.m. Adjournment 
12:30p.m. Luncheon 
1:30pm. INDICATIONS FOR PROS- 
TATIC RESECTION, Gershom J. 
Thompson, M.D., Rochester, Minnesota, 
Minnesota Regent 


1:50 p.m. 
OMY, Lester R. Dragstedt, M.D., Chi- 
cago, Illinois 

2:20 p.m. Report (Topic to be Announced), 
James J. Callahan, M.D., Chicago, Illi- 
nois 

2:40 p.m. Report (Topic to be Announced), 

Rubin Flocks, M.D., Iowa City, Iowa 


The Southeastern Regional Meeting of 
the United States Section of the Interna- 
tional College of Surgeons is scheduled to 
convene on April 30 and May 1, 1956, at 
Read House, Chattanooga, Tennessee. The 
general chairman for the meeting is Dr. 
William G. Stephenson, F.A.C.S., F.1.C.S., 
member of the Board of Regents of the 
United States Section for the State of 
Tennessee. Assisting him with the ar- 
rangements are Dr. W. D. L. Record, 
F.A.C.S., F.1.C.S.; Dr. Guy M. Francis, 
F.A.C.S., F.1.C.S., and Dr. J. F. Hobbs, 
F.I.C.S. A cordial welcome has been ex- 
tended to all interested members of the 
surgical and allied professions, whether 
members of the International College of 
Surgeons or not. 

All sessions of the meeting will be held 
in the ballroom of Read House: The pro- 
gram for both days has been planned with 
great care, allowing twenty minutes for 
the presentation of each scientific paper, 
seventy minutes for two panel discussions 
and sixty minutes for the third. The sci- 
entific sessions are to begin promptly at 
9 a.m. and end at noon, resuming after a 
two-hour interval for luncheon at 2 p.m. 
and ending at 5. The luncheon period on 
both days has been so planned that par- 
ticipants will hear guest speakers on 
Monday and take part in a question-and- 
answer session on Tuesday. 

Monday evening has been set apart for 
the social program, which will include a 
social hour from 6 p.m. to 7 p.m., at which 
time the banquet is to begin. Guest speak- 
ers will address this gathering. 

In the order of their appearance on the 
two-day program, the following persons 
will address the various sessions: The 


INDICATIONS FOR VAGOT- | 


3:00 p.m. Adjournment 

3:15p.m. Bus Tour of University and City 
of Madison 

4:00p.m. Return to Hotel and Check-Out 

4:30 p.m. Departure for Trains 


5:00 p.m. Trains Leave, Chicago-St. Paul- 
Milwaukee or Chicago-North Western. 


Southeastern Regional Meeting : 


Honorable P. R. Olgiati, Mayor of the City 
of Chattanooga, the welcoming address; 
Dr. Arnold S. Jackson, F.A.C.S., F.LC.S., 
President of the United States Section of 
the International College of Surgeons; Dr. 
Ross T. McIntire, F.A.C.S., F.1.C.S., Ex- 
ecutive Director of the International Col- 
lege of Surgeons, and Dr. Max Thorek, 
F.B.C.S., F.1.C.S., International Secretary- 
General and Founder of the International 
College of Surgeons. The invocation at the 
opening session will be pronounced by 
J. Fred Johnson, D.D., Pastor of the Cum- 
berland Presbyterian Church. 

The members of the Banquet Commit- 
tee are Dr. Moore J. Smith, F.A.C.S., 
F.1L.C.S., and Dr. Cecil E. Newell, F.A.C.S., 
F.LC.S. The chairman of the Woman’s 
Auxiliary Committee is Mrs. W. D. L. 
Record. 

According to the preliminary program, 
papers will be read on the following sub- 
jects: 

Carcinoma of the Colon 

Curtice Rosser, M.D., F.A.C.S., F.I.C.S. 
Professor, Head of Department of Proctology, 
Southwestern Medical College; President- 
Elect, United States Section, International 
College of Surgeons 


Indiscriminate Use of Hormones 

Gilbert F. Douglas, M.D., F.A.C.S., F.I.C.S. 
Chairman of Board of Regents, United States 
Section, International College of Surgeons 
William W. Douglas, B.S., M.S., M.D. 


Fractures of the Hip 
Eugene L. Jewett, M.D., F.A.C.S., F.I.C.S. 
President, Orange County Medical Association 


Modern Treatment of Peripheral Vascular 
Disease 

Eugene L. Lowenberg, M.D., F.A.CSS., 
F.I.C.S. 
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Injuries to the Urinary Tract, Following 
Pelvic and Abdominal Surgery 
Park Nicely, M.D., F.A.C.S., F.1.C.S. 


Abdominal Pain Patterns 

Karl Morgan Lippert, M.D., F.A.C.S., F.I.C.S. 
Regent for South Carolina, United States 
Section, International College of Surgeons 


Excision of the Cul de Sac of Douglas for 
the Surgical Cure of Hernia Through the 
Female Caudal Wall, Including Prolapse of 
the Uterus 

Richard Torpin, M.D., F.I.C.S. 

Chairman, Department of Obstetrics and Gyn- 
ecology, Medical College of Georgia 


Management of Traumatic Wounds 

Neal Owens, M.D., F.A.C.S., F.I.C.S. 
Chairman of Plastic Surgery Section, Inter- 
national College of Surgeons; member, Execu- 
tive Board, International College of Surgeons; 
Professor, Clinical Surgery (Plastic), Tulane 
University 


Hernias 

Lawrence W. Long, M.D., F.A.C.S., F.I.C.S. 
Regent for Mississippi, United States Section, 
International College of Surgeons 


Surgical Aspects in Protein Malnutrition 
W. R. Bond, M.D. 

Professor of Physiology, Medical College of 
Virginia, 1930-34; Director, Clinical Research, 
Robins Co., Inc. 


Diagnosis and Surgical Treatment of 
Aneurysms 
Converse Pierce II, M.D. 


Surgery in Infancy 
M. K. King, M.D., F.A.C.S., F.I.C.S. 


Gracilis Muscle Transplant: Operation for 
Correction of Incontinence 

Kenneth P. Pickrell, M.D., F.A.C.S., F.I.C.S. 
Professor, Plastic and Reconstructive Sur- 
gery, Duke University; Regent for North 
Carolina, United States Section, International 
College of Surgeons, and 

Nicholas Georgiade, M.D. 

Assistant Professor, Plastic and Reconstruc- 
tive Surgery, Duke University 


Operative Cholangiographic Demonstration 
of Biliary Tract Disease 

J. O. Morgan, M.D., F.A.C.S., F.I.C.S. 
President, Southeastern Surgical Congress; 
Past President, Medical Association of State 
of Alabama; Regent for Alabama, United 
States Section, International College of Sur- 


geons 


Problem Cases 
Lloyd J. Melto, M.D., F.I.C.S. 


Treatment of Fractures by Fixation 
Leslie V. Rush, M.D., F.A.C.S., F.1.C.S. 


Isotopes (Speaker to be announced) 


The panel discussions programmed for 
the two-day meeting are: 


Gallbladder Disease 

Moses Behrend, M.D., F.A.C.S., F.I.C.S., 
Moderator 

Trustee, International College of Surgeons; 
Vice-President, United States Section, Inter- 
national College of Surgeons 

Claude J. Hunt, M.D., F.A.C.S., F.LCS. 
Past President, American Goiter Association 
A. H. Lelton, M.D., F.A.C.S., F.LC.S. 
Instructor, Surgery, Emory University School 
of Medicine; Regent for Georgia, United 
States Section, International College of Sur- 
geons 

David J. Stump, M.D. 

Pathologist, Memorial Hospital, 
Tennessee 

John M. Crowell, M.D. 

Radiologist 

E. White Patton, M.D. 

Internist 


Surgery of the Stomach 

Claude J. Hunt, M.D., F.A.C.S., F.LCS., 
Moderator 

Past President, American Goiter Association 
Moses Behrend, M.D., F.A.C.S., F.I.C.S. 
Trustee, International College of Surgeons; 
Vice-President, United States Section, Inter- 
national College of Surgeons 

Arnold S. Jackson, M.D., F.A.C.S., F.I.C.S. 
President, United States Section, International 
College of Surgeons 

M. K. King, M.D., F.A.C.S., F.I.C.S. 

Tim Manson, M.D. 

Internist 

George K. Hensgall, M.D. 

Radiologist 


Surgery of Thyroid 

Arnold S. Jackson, M.D., F.A.C.S., F.LC.S., 
Moderator 

President, United States Section, International 
College of Surgeons 

Claude J. Hunt, M.D., F.A.CS., F.I.C.S. 
Past President, American Goiter Association 
Converse Peirce II, M.D. 
John W. Adams, M.D. 
Pathologist, Baroness 
Chattanooga, Tennessee 


Erlanger Hospital, 


J. E. Strickland, M.D. 
Internist 


Dr. Max Thorek, whose address at the 


banquet ‘session was mentioned earlier, 
has chosen as his topic “The Hall of the 
Immortals of the International College of 
Surgeons’ Hall of Fame.” 


Los Angeles 27. 


Joint Annual Meeting 
Southern California and Northern California Chapters 


The joint annual meeting of the Southern California Chapter and of 
the Northern California Chapter of the United States Section of the Inter- 
national College of Surgeons will be held at the St. Claire Hotel, San Jose, 
California, on Mar. 22 and 23, 1956. Members and families of the medical 
and allied professions are cordially invited to attend. Communications 
should be addressed to Dr. Carmelo C. Celestre, Secretary, Northern Cali- 
fornia Chapter, 1686 Union Street, San Francisco 3, or to Dr. Ross V. 
Parks, Secretary, Southern California Chapter, 1930 Wilshire Boulevard, 


Mississippi Chapter Meeting 


The Mississippi Chapter of the United 
States Section of the International College 
of Surgeons had a one-day meeting at 
Jackson, Mississippi, on Jan. 24, 1956. The 
program chairman was Dr. Lawrence W. 
Long, F.A.C.S., F.I.C.S., Regent for Missis- 
sippi. The welcoming address was deliv- 
ered by Dr. Lamar Bailey, F.I.C.S., Presi- 
dent of the Mississippi State Médical As- 
sociation. 

The afternoon program consisted of a 
talk by Dr. Ross T. McIntire, F.A.C.S., 
F.I.C.S., Executive Director of the Interna- 
tional College, on blood, blood substitutes 
and plasma expanders; Dr. Curtice Rosser, 
F.A.C.S., F.LC.S., President-Elect, United 
States Section, on polyposis of the colon; 
Dr. Gilbert F. Douglas, F.A.C.S., F.I.C.S., 
Member of the Board of Trustees of the 
United States Section, on ectopic preg- 
nancy; Dr. Leo J. Starry, F.A.C.S., F.L.C.S., 
Regent for Oklahoma, on the treatment of 
peptic ulcer; Dr. Neal Owens, F.A.C.S., 
F.I.C.S., Regent for Louisiana, on the man- 
agement of traumatic wounds, and a panel 
discussion with Dr. J. Gordon Dees, 


F.A.C.S., F.I.C.S., as moderator, on sur- 
gical injuries to the ureters, with Drs. 
Rosser, Douglas and Starry, already men- 
tioned, and Dr. Temple Ainsworth, 
F.A.C.S., as panel members. 

After a business meeting of the Missis- 
sippi Chapter and a reception, there was 
a banquet for guests and visitors, with 
Dr. Billy Guyton, F.A.C.S., F.I.C.S., Vice- 
Regent for Mississippi, as chairman. 

The evening program comprised the 
second scientific session of the meeting 
and was conducted under the chairman- 
ship of Dr. Murph Snelling, F.A.C.S., 
F.I.C.S., Vice-Regent for Mississippi. Five 
papers were read: “Tumors of the Breast,” 
by Dr. Leo J. Starry; “Urinary Tract Dis- 
ease Relating to Obstetrics and Gynecol- 
ogy,” by Dr. Gilbert F. Douglas; “Surgical 
Management of Diverticulitis,” by Dr. 
Curtice Rosser; “Cancer of the Head and 
Neck,” by Dr. Neal Owens, and “The In- 
ternational.College of Surgeons: Its Place 
in the Medical World,” by Dr. Ross T. 
McIntire. 


Two thousand years ago, Galen said: 


it is essential to human happiness.” 


“Employment is nature’s best physician; 
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Austria 


Prof. Dr. Rudolf Nissen, F.I.C.S. (Hon.), 
International President of the Interna- 
tional College of Surgeons, has declined an 
offer made by the Austrian Government 


and by the Faculty of Medicine of the Uni- 
versity of Vienna, to take over the Chair 
of Surgery, which became vacant upon the 
retirement of Prof. Dr. Wolfgang Denk. 


Dr. M. A. Kline Visits Chicago 

Dr. M. Arthur Kline, Secretary of the 
American Medical Society of Vienna and 
Coordinator of Postgraduate Studies for 
the International College of Surgeons in 
Europe, recently had the opportunity to 
spend a few days in Chicago with Dr. Max 
Thorek and the staff of the International 
College. He had time to renew his friend- 
ships with many of the officers of the 
American Medical Association, whose 
headquarters are also in Chicago. The 
American Medical Society of Vienna is 


connected with the University of Vienna. 
As an officer, Dr. Kline works closely with 
many medical students and doctors from 
the United States who pursue postgradu- 
ate studies at the University of Vienna. 
He arranges the courses for them and as- 
sists them with other activities in which 
they are interested during their stay in 
the city. Dr. Kline is a devoted supporter 
of the work of the International College. 
For a number of years he has served also 
as the physician for the United States Con- 
sular Staff in Vienna. 


Brazil 


New members of the Brazilian Section 
of the International College of Surgeons 
who have so far contributed 1,000 cruzei- 
ros toward the acquisition of a headquar- 
ters for the Brazilian Section (see January 
Bulletin) are: 

Dr. Luiz Almeida Cruz, Belo Horizonte 

Regional Division 

Dr. Acacio Ribeiro Vallim, Santos Re- 

gional Division 

Dr. Jacques Azevedo, Maceié Regional 

Division, and 

Dr. Sergio Severino Soares, Brazil Cen- 

tral Regional Division. 

The Londrina Regional Division has 
been especially well represented in its re- 
sponse to the fund-raising campaign. Each 
of the following persons has contributed 
1,000 cruzejros: 


Dr. Caio Moura Rangel 

Dr. Jonas F. de Castro Filho 

Dr. Moacyr Martins 

Dr. Anisio Figueiredo 

Dr. Richard Skwronek 

Dr. Octavio Genta 

Dr. Waldemar Pallazo 

Dr. Emilio Gomes Fialho 

Dr. Joao Dias Ayres 

Dr. Dirceu Antunes Sampaio 

Dr. Jurandyr M. da Silva 

Dr. Joao Udihara 

Dr. Eloy Ricardo Nascimento 

Dr. Pitagoras L. de Carvalho 

With this kind of response, it should 

not be long before members of the Inter- 
national College may expect to hear that 
the new headquarters of the Brazilian Sec- 
tion has opened. 


Let the other man do his job without your interference. 
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—Confucius 


Ceylon 


Dr. Milroy A. Paul, F.I.C.S., Professor 
of Surgery in the Department of Surgery, 
University of Ceylon, recently read a pa- 
per on partial gastrectomy at the annual 
meeting of the Ceylon Branch of the Brit- 
ish Medical Association. The paper was 
illustrated with color photographs show- 
ing the stages of the operation. Two cases 
of partial gastrectomies for acetic acid 
burns of the stomach were reported, and 
the paper dealt with the causation of such 


complications as the burst duodenal stump, 
postgastrectomy syndrome and the ideal 
extent of the partial gastrectomy. 

The examiners for the Royal College of 
Surgeons (Primary FRCS) were scheduled 
to visit Ceylon during January 1956 to 
conduct the regular examination. Among 
the examiners whom former students were 
especially looking forward to seeing is Sir 
Cecil Wakeley, past president of the Royal 
College of Surgeons. 


France 


A Special Course in Urology will be given 
by Prof. Raymond Darget of the Univer- 
sity of Bordeaux from May 7 to May 12, 
1956, at the Hopital du Tondu, Bordeaux. 
The course will be conducted in two sec- 
tions. 

e Section 1 will consider the treatment of 
malignant tumors of the bladder, and 
will include radium therapy and such 
palliative measures as denervation of 
the bladder and ureter, and ureteroin- 
testinal anastomosis. 

e Section 2 will center around the treat- 
ment of malignant prostatic tumors and 


the discussion of radium therapy and 

the perineal and ischiorectal implanta- 

tion of radium needles. 

The course will include operations, 
demonstrations, films, work on cadavers, 
lectures and case illustrations. The num- 
ber of participants who can be accommo- 
dated is strictly limited. For additional 
information, interested persons are urged 
to write promptly to: 

College International de Chirurgiens 
17, Rue Casteja 
Bordeaux, France 


LaFay Wins Seat in French Assembly 
Dr. Bernard LaFay, F.I.C.S., is to be 
congratulated on his re-election to the 
Assemblée Nationale of France. Up to the 
time of the last French election, he had 


held the position of President of the Con- 
seil Municipal de Paris. The International 
College of Surgeons at press time had not 
been notified whether his re-election will 
again place him in this position or not. 


120 Boulevard St. Germain 


LA PRESSE MEDICALE 
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Mexico 


Dr. Manuel A. Manzanilla, Jr., son of Dr. 
Manuel A. Manzanilla, F.I.C.S. (Hon.), 
Professor of Clinical Surgery of the Fac- 
ulty of Medicine, Mexico, D. F., has re- 
ceived an appointment as Surgeon to the 
Ruben Lenero Hospital in Mexico City. Dr. 


Manzanilla, Jr., is the Editor of Spanish 
Summaries for The Journal of the Inter- 
national College of Surgeons. The hospital 
to which he was appointed is Mexico City’s 
central hospital for emergency services. 


Israel 


Prof. Zondeck Tours South America 

Prof. Bernhard Zondeck, F.I.C.S. (Hon.), 
Vice-President of the Israel Section and 
Member of the International Board of 
Trustees of the International College, has 
returned to his work at the Hadassah Uni- 
versity Hospital in Jerusalem after a most 


gratifying tour of South America. Dur- 
ing his sojourn in this hemisphere, he vis- 
ited Brazil, Uruguay and Argentina. He 
delivered a series of lectures in each of 
these countries and was the recipient of 
honors from many of the universities and 
surgical societies of the nations he visited. 


Switzerland 


The first scientific session of the Swiss 
Section of the International College of 
Surgeons convened at Berne on June 25, 
1955, with Dr. André Nicolet, F.I.C.S., 
Chief Surgeon of Tiefenau Hospital and 
President of the Swiss Section, presiding, 
assisted by Dr. John H. Oltramare, 
F.I.C.S., Vice-President, and Prof. Albert 
Jentzer, F.I.C.S., Secretary. 

Addressing an audience of approxi- 
mately eighty surgeons, Dr. Nicolet paid 
particular tribute to Prof. Dr. Leopold 
Schonbauer, President of the Austrian 
Section of the International College, and 
Prof. Agr. Lucien Léger, F.I.C.S., of Paris, 
who were to address the assembly, and 
extended greetings to Brigadier Meuli, 
Chief Physician of the Army of Switzer- 
land, who was in attendance. The message 
of welcome sent by Adm. Ross T. MclIn- 
tire, Executive Director of the Interna- 
tional College, was read and an invitation 
was extended to members of the Swiss 
Section to attend the forthcoming meet- 
ings of the International College to be held 
in the United States in September 1956. 

The scientific program began with a re- 
port by Prof. Schénbauer, head of the 
First Surgical Clinic of the University of 
Vienna, on clinical and experimental stud- 


ies that have been undertaken on exoge- 
nous cancers. Maintaining that diet is not 
only one of the contributing factors in the 
development of exogenous cancer, but its 
primary cause, Prof. Schénbauer expressed 
minor concern over the well-cooked foods, 
incriminating, rather, all overcooked 
meats and vegetables, 270 degrees being 
the crucial point. He reviewed the possi- 
bility of a connection between cancer and 
industrial fumes (smoke and gases), cit- 
ing some of the amazing results obtained 
in studies on mice. 

Referring then to popular medicine, 
Prof. Schénbauer expressed his conviction 
that certain empirical ideas that have 
found application in the past may perhaps 
contribute appreciably to the development 
of modern medicine. He used as his illus- 
tration Billroth’s experience ninety years 
ago in treating infected sarcoma with a 
powder given to him by a peasant woman. 
To be sure, Billroth’s patient was not 
cured, but evidence of the “sarcoma” (?) 
was eradicated. This may easily have 
been the “birth” of antibiotic therapy, for 
the powder used by Billroth had originally 
been taken from the walls of Schoenbrunn 
Castle and was a concoction yielding what 
today is known as penicillin. 


Prof. Schénbauer’s speech was enthu- 
siastically received, and Prof. Lenggen- 
hager was among those who asked a great 
many questions, all of which were thought- 
fully answered by this great surgeon and 
eminent biologist. 

Prof. Léger’s lecture dealt with the sur- 
gical management of portal hypertension 
due to cirrhosis and carotid sinus in cases 
of polyarthritis. He described how one 
would record portal pressure and stressed 
the importance of recording it before op- 
eration as weil as of controlling it after 
the operation. His contribution, because 
of its vital réle in the surgical situation, 
was important. The anastomosis in ques- 
tion, whether splenorenal or portocaval, 
unless it is performed on an alcoholic pa- 
tient, is not as a rule painful. Prof. Léger 
further described his technic for ligating 
the hepatic artery, which reflects the tre- 
mendous experience and great success he 
has had in this field of surgery. 

In his discussion of the operative treat- 
ment of the carotid sinus, Prof. Léger 
reviewed the anatomic structures, noting 
particularly the sinuses that may be sub- 
ject to pathologic hyperreflexia, often 
leading to death. He pointed out, for ex- 
ample, that excessive weight in the neck 
region or excessive pressure- applied on 
the neck, for example by a barber in the 
course of a shave, might cause vertigo or 
loss of consciousness in a matter of sec- 
onds. He demonstrated how such a state 
of hyperrefiexia can be diagnosed and 
further explained that, in the presence of 
cranial trauma, the mere injection of pro- 
caine into the carotid sinus can increase 
the pressure. 

After this impeccably prepared paper, 
Dr. Nicolet spoke on the surgical treat- 
ment of goiter and described the operative 
technics to be applied. He referred also 
to the possible coexistence of hyperreflexia 
of the carotid sinus and the hazards it 
would raise. He cited the case of a woman 
who was operated on by a noted surgeon 
but emerged from the operation with left- 
sided hemiplegia. Referring to the exten- 
sive research conducted in this field by 
such well-known authorities as de Quer- 
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vain, Verassat and Decker, Dr. Nicolet 
stated that these men all attributed the 
hemiplegia to ligation of the internal ca- 
rotid artery. The patient rejected the 
suggested treatment. Dr. Nicolet, on be- 
ing asked for his opinion, had advised re- 
operation or, in the event that the patient 
objected, arteriographic studies of the in- 
ternal carotid artery. 

Five years later, Dr. Nicolet, perform- 
ing a similar operation, was able to dem- 
onstrate that he had ligated the inferior 
thyroid, and not the carotid artery. With- 
in twenty-four hours hemiplegia devel- 
oped in his patient and, despite heroic 
measures, death occurred three days later. 
Autopsy disclosed that the internal ca- 
rotid artery was intact, but there were 
cerebral lesions caused by spasms of the 
arteries at their points of departure from 
the carotid sinus, which was in a state of 
hyperreflexia. In conclusion, Prof. Jentzer 
commented that it would be advisable, be- 
fore operating on a patient with Basedow’s 
disease, to administer injections of atro- 
pine or extract of belladonna for at least 
forty-eight hours. 

Another meeting of the Swiss Section 
of the International College of Surgeons 
convened at Berne on Dec. 3, 1955, under 
the chairmanship of Dr. A. Nicolet, with 
more than one hundred surgeons in at- 
tendance, among them many Fellows of 
the International College of Surgeons and 
Professors of the Faculty of Medicine of 
Berne. 

The highly informative scientific session 
opened with the delivery of an illuminat- 
ing paper by Prof. Junghanns (Oldenburg, 
Germany) on the anatomic, physiologic 
and pathologic aspects of the interverte- 
bral disc. Having dissected and made 
radiographic and microscopic studies of 
well over 10,000 spinal columns, Prof. 
Junghanns has a rich background for the 
magnificent contribution he made to the 
work of the assembly. His report pro- 
voked lively discussion from the floor. 

Prof. Mach (Geneva) spoke comprehen- 
sively on electrolytes, discussing preopera- 
tive and postoperative variations in elec- 
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trolyte levels; outlining precisely the 
preparation of patients for surgical inter- 
vention; describing proper postoperative 
management, and stressing the extreme 
importance of maintaining electrolyte 
balances. The audience participated ac- 
tively in the discussion that ensued. 


Prof. Reubi (Berne) spoke on peritoneal 
dialysis, with especial emphasis on the 
clinical manifestations of postoperative 
anuria and methods of combating it. 


After a luncheon intermission, Prof. 
Mario Battezzati discussed the treatment 
of cardiac abnormalities induced by coro- 
nary sclerosis. He prefers surgical man- 
agement and summarized his results on 
the basis of electrocardiographic record- 
ings made postoperatively in a series of 
more than fifty patients. Profs. Lenggen- 
hager, Reubi, Koebelé, Fischer and a group 
of other eminent surgeons then discussed 


other surgical entities. Keen interest was 
evoked particularly by Dr. Calame’s talk 
on laparoscopy, Dr. Hess’s paper on pre- 
operative cholangiography, Dr. Dieck- 
mann’s discussion of the treatment of 
neuromas, and Dr. Brandun’s review of 
complications accompanying repeated 
transfusions. 

Dr. Nicolet then selected two cases, 
illustrative of Prof. Battezzati’s indica- 
tions for operating. The patients in ques- 
tion were examined by Prof. Reubi and, 
after the required indications had been 
noted, Prof. Battezzati proceeded with the 
operation before a large group of sur- 
geons. Other procedures demonstrated to 
the observers were Dr. Dieckmann’s op- 
erations on tendons and Mr. Nicolet’s 
operations on the knee. In another part 
of the Assembly Hall, meanwhile, a first- 
run series of surgical motion pictures was 
being shown. 


The Philippines 


The Second Joint Annual Meeting of the 
Philippine College of Surgeons and the 
Philippine Section of the International Col- 
lege of Surgeons convened at the Philip- 
pine General Hospital in Manila on Dec. 
7-10, 1955. At the opening session, at 
which new members were inducted and 
Honorary Fellowships awarded, the partici- 
pants heard the addresses of Fortunato S. 
Guerrero, M.D., President of the Philip- 
pine College of Surgeons, and the guest of 
honor, Adm. Ross T. McIntire, U.S.N.M.C. 


(Ret.), F.LC.S. Five scientific sessions 
followed. Two mornings, from 8 a.m. until 
noon, were set apart for the observation 
of surgical operations performed at the 
Philippine General Hospital; the Univer- 
sity of Santo Tomas Hospital; North Gen- 
eral Hospital; V. Luna General Hospital, 
A.F.P.; Quezon Institute, and San Juan de 
Dios Hospital. The program also included 
the showing of scientific films and two 
cocktail parties. 

The joint meeting received greetings 
from Ramon Magsaysay, President of the 
Republic of the Philippines, who expressed 
the belief that not only did “surgery in 
general in the Philippines stand to benefit 
from the free exchange of views among the 


Attending the joint convention of the Philippine 
College of Surgeons and the Philippine Section 
of the International College of Surgeons (from 
left to right) were: Dr. Gumersindo Garcia, Sr., 
Dr. Ross T. McIntire, Dr. Basilio Valdés, Dr. 
Fortunato Guerrero and Dr. Maria Mendoza Gua- 
zon, widow of Dr. Potenciano C. Guazon. 
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delegates,” but that “the gathering itself 
would be an exploratory field for the ad- 
vancement of medical science the world 
over.” 


In his message to the meeting, Paulino 
J. Garcia, M.D., Secretary of Health of 
the Republic of the Philippines, stated, 
“Progress in the art and science of medi- 
cine is increasingly raising the cost of 
medical care. We are called upon to de- 
vise measures by which the most effec- 
tive methods shall be available to all those 
in need, irrespective of their ability to pay. 
For in essence that is the ‘raison d’étre’ 
of the medical profession.” 


Laying stress on the identical aims of 
his own organization and the Philippine 
Section of the International College of 
Surgeons, Fortunato S. Guerrero, M.D., 
President of the Philippine College of Sur- 
geons, said, “Both colleges are concerned 
with the elevation of the standard of sur- 
gical education, science and practice, and 
the promotion of a united and friendly 
brotherhood among the members of the 
surgical profession.” He concluded his 
message with the statement that the an- 
nual meeting was one of the means of 
attaining those aims. 


Gumersindo Garcia, Sr., M.D., President 
of the Philippine Section of the Interna- 
tional College, welcomed the joint meeting 
by stating, “This is a happy occasion for 
us all to share together the benefits of 
this convention not only in terms of sci- 
entific contribution and achievements but 
also in cordial fellowship that can bring 
us all mutual understanding, good will and 
harmony, which are necessary in making 
more effective our efforts in the relief of 
human suffering.” 


Arrangement of Scientific Sessions 


Scientific sessions began on the evening 
of December 7, from 7 to 11 p.m. On 
December 8, after a morning of surgical 
demonstrations at the various hospitals al- 
ready mentioned, scientific papers were 
again heard from 2 to 4 p.m., and from 
7 to 11 p.m. The program arrangement 
on December 9 was identical. On December 
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Dr. Ross T. McIntire addressing the assembly. 
Seated from left to right are Dr. Guerrero, Dr. 
Valdés, Dr. Carmelo Reyes and Dr. Luis Torres. 


10, after an opportunity to observe demon- 
strations of surgical operations from 8 
a.m. until noon, the business session, last- 
ing from 2 to 5 p.m., convened to hear 
annual reports, propose amendments to 
the By-Laws and elect officers. 

In all, thirty-one scientific papers were 
read at the meetings and covered highly 
informative material on operative tech- 
nics, materials, diagnosis, adjunctive ther- 
apy, case reports and many discussions 
about difficult abnormalities and complica- 
tions with which the surgeon is confronted 
in his daily work. 


Three U. S. Section Members Honored 

The Second Joint Annual Meeting of the 
Philippine College of Surgeons and the 
Philippine Section of the International 
College of Surgeons conferred a signal 
honor upon three members of the United 
States Section of the International Col- 
lege by awarding them Honorary Fellow- 
ships in the Philippine College of Sur- 
geons. The United States members singled 
out for this honor were: 


Henry W. Meyerding, M.D., F.A.C.S., 
F.I.C.S. (Hon.), the Vice-President of 
the International College, International 
Liaison Fellow for Postgraduate Studies, 
Regional Secretary for the United States 
and Canada and Past President of the 
United States Section; 


Harry D. Bacon, M.D., F.A.CS., 
F.I.C.S., Vice-Chairman of the Qualifi- 
cation and Examination Council for Fel- 
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lowship, and International Liaison Fel- 
low for Postgraduate Studies of the 
International College, and — 


Ulysses Grant Dailey, M.D., F.A.C.S., 
F.1.C.S., a member of the Board of 
Trustees and one of the Assistant 
Treasurers of the International College 
of Surgeons. 


Two Philippine Surgeons Honored 
Posthumously 

The Second Joint Annual Meeting also 
conferred the title of Honorary Fellow of 
the Philippine College of Surgeons upon 
two men whose contributions to surgical 
science in the Philippines was exception- 
ally noteworthy. These commemorative 
awards were bestowed in appreciation of 
the work of the late Benito Valdés and 
Potenciano C. Guazon. 

In his commemorative address in this 
connection, Dr. Fortunato S. Guerrero 
said: 

"Modern surgery . . . was not practiced 
in the Philippines until 1900. On December 
10 of that year, Dr. Benito Valdés, then Pro- 
fessor of Surgery at the University of Santo 
Tomas, with the assistance of six other doctors, 
performed the first laparotomy in this country, 
in the old San Juan de Dios Hospital, on a 
34-year-old woman from whom a huge fibro- 
myomatous uterus, weighing 19 pounds, was 
removed. Although the patient died in shock 
5!/, hours after the operation, the operation 
was considered a monumental feat. In com- 
menting on the operation later, Dr. Valdés 
said: The patient's death was my responsibili- 
ty, but | do not regret it because the opera- 
tion was the first step which led the way for 
the saving of many lives.’ Thus, for this his- 
tory-making operation and for his great cour- 
age, Dr. Benito Valdés came to be called the 
Father, and the old San Juan de Dios Hos- 
pital the Birthplace, of modern Philippine Sur- 
ONY 

"Dr. Potenciano C. Guazon succeeded Dr. 
Gilman as head of the Department of Surgery 
of the University of the Philippines and of the 
Philippine General Hospital in 1918. He was 
‘@ general surgeon of exceptional skill and good 
judgment. Death in 1924, as a result of pul- 


monary tuberculosis, cut short what promised 
to be a brilliant surgical career, at the early 
age of 42." 


Dr. Benito Valdés was the father of 
Dr. Basilio J. Valdés, who is a member of 


Dr. Basilio J. Valdés 


the Advisory Council of the Philippine Col- 
lege of Surgeons and the Secretary-Treas- 
urer of the Philippine Section of the In- 
ternational College of Surgeons. 


Scientific Papers Read at Joint 
Annual Meeting 


Notes on the Operative Treatment of Intestinal 

Atresia 
Pedro Reyes, Jr., M.D., F.P.C.S. 
College of Medicine, University of the 
Philippines, and Maternity and Chil- 
dren’s Hospital, Manila 

The Use of Cotton Sutures in Anorectal Surgery 
Porfirio M. Recio, M.D., F.P.C.S., 
F.1.C.S 


College of Medicine, University of the 
Philippines 
Proctosigmoidoscopy: A Statistical Study of 


1,000 Consecutive Examinations 
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Porfirio M. Recio, M.D., F.P.C.S., 

F.1.C.S. 

College of Medicine, University of the 

Philippines 
Idiopathic Dilatation of the Common Bile Duct 

acifico C. Yap, M.D., F.P.C.S. 

Chinese General Hospital, Manila 
Successful Treatment of a Probable Air Embolism 
in Retroperitoneal Insufflation 

Antonio R. Lahoz, M.D. 

Department of Surgery, College of Med- 

icine, University of the Philippines 
Acquired Stricture of the Male Urethra 

Sta. Romana, M.D. 

Department of Surgery, College of Med- 

icine, University of the Philippines 
Management of Complications Arising from 
Endoscopic Surge 

Dionisio R. M.D., F.P.C.S. 

Iloilo Provincial Hospital, Iloilo City 
Experience with Intramedullary Nailing at the 
Philippine General Hospital 

Ambrosio Tangco, M.D., F.P.C.S. 

Manuel T. Rivera, M.D., F.P.C.S. 

Philippine General Hospital and College 

of Medicine, University of the Philip- 


pines 
The Middle Lobe Syndrome 
Enrique Garcia, M.D., F.P.C.S. 
College of Medicine, University the Phil- 
ippines, Quezon Institute 
The Necessity of Medical Clearance (Including 
Cardiac Clearance) Before Any Surgical 
Intervention 
S. Ador Dionisio, M.D., F.P.C.S. 
College of Medicine, University of the 
Philippines 
Surgical Experience with Thoracic Aortic 
Aneurysms 
Enrique M. Garcia, M.D., F.P.C.S. 
College of Medicine, University of the 
Philippines, Quezon Institute 
Treatment of Bilateral Hareli 
Jaime E. Laico, M.D., EPCS. 
Philippine General Hospital 
Nasal Surgery in the Philippine General Hospital 
in the Last 45 Years obi neg 
Herminio Velarde, M.D., F.P.C.S. 
College of Medicine, University of the 
Philippines 
Problems in Diagnosis and Surgical Management 
of Constrictive Pericarditis 
Gregorio Singian, M.D. 
Singian Clinic 
The Anesthetic Management of Patients with 
Uncontrolled Metabolic Rates Undergoing 
Thyroidectomy: Technic of Induced Hibernation 
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Quintin Gomez, M.D. 

Teodulo San Juan, M.D. 

Jose Briz, M.D. 

Rodolfo Y. Almanzor, M.D. 

Philippine General Hospital 
Pneumatosis Cystoides Intestinorum Hominis 

Andres T. Zavalla, M.D., F.P.C.S. 

Porfirio M. Recio, M.D., F.P.C.S., 

F.I.C.S. 

Chrisostomo Arcilla, M.D. 

Philippine General Hospital, Manila 
Intestinal Tuberculosis as an Etiologic Factor in 
Intussusception 

Bayani C. Fontanilla, M.D., F.P.C.S. 

Milwaukee Hospital, Polangui, Albay 
Acute Cylous Peritonitis 

Mariano N. Morales, M.D., F.P.C.S. 

Daet, Camarines Norte 
Cystic Tumor of the Spleen 

Mariano N. Morales, M.D., F.P.C.S. 

Daet, Camarines Norte 
Intraperitoneal Hemorrhage 10 Days After 
Curettage of Benign Mole 

Honoria Acosta-Sison, M.D., F.P.C.S. 

University of the Philippines 
Cesarean Sections in St. Paul Clinic: A 3!/2-Year 
Survey 

Alfredo Baens, M.D., F.P.C.S. 

Paz S. Baens, M.D. 

Manuel Agutaya, M.D. 

St. Paul Clinic, Manila 
Isometric Method of Pelvimetry with Clinical 
Correlation 

Alfredo Baens, M.D., F.P.C.S. 

Paz S. Baens, M.D. 

Manuel Agutaya, M.D. 

St. Paul Clinic, Manila 
An Artificial Bladder and Urethra: Case Report 

William Valdes, M.D. 

Jaime M. Aquino, M.D., F.P.C.S. 

Manila Central University Hospital, 

Caloocan, Rizal 
Pheochromocytoma 

Domingo Antonio, Jr., M.D., F.P.C.S., 

F.A.C.S., F.I.C.S. 

Dionisio J. Rivera, M.D. 

Santo Tomas University Hospital, 

Manila 

Raymundo §S. Katigbak, M.D. 

Department of Medicine, Santo Tomas 

University Hospital, Manila 
Simplifications in the Management of Prostatic 
Obstructions 

Luis F. Torres, Jr., M.D., F.A.C.S. 
Bladder Tumors: A Problem and a Challenge 

Dionisio Alburo, M.D., F.P.C.S. 

Iloilo Provincial Hospital, Iloilo City 
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Twentieth Anniversary Excursion 
Mrs. André Nicolet 


On*the evening of May 27, all of us were 
imploring the heavens to withdraw the 
cloudy veil drawn across the sky, yet early 
in the morning, when we set out on our ex- 
cursion, it was pouring. We were a group 
of about 185 persons, a little sad and feel- 
ing hesitant about taking the train for In- 
terlaken in Geneva. But those who decided 
to leave in spite of the rain lost some of 
their pessimism and had a little of their 
faith restored by the recorded music played 
on the train and by the excellent hot choco- 
late served by a charming, smiling girl, 
dressed in traditional Bernese costume. 

Along the Lake of Geneva, the picturesque 
vineyards and the picturesque villages were 
visible despite gray skies. We passed the 
Castle of Chillon, attesting to an age that 
is ancient and was dark and cruel. Toward 
the end of the lake, we entered the Rhone 
Valley. As we climbed toward Brig, the 
clouds grew denser, and all of the beauti- 


Jungfraujoch (11,400 feet) on a clear day. 
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View from the top of the Jungfrau (13,667 feet) 

of the Jungfraujoch, terminus of the Jungfrau 

Railway, the re Eiger and the snow- 
elds. 


ful little valleys on both sides of the Rhone 

On leaving Brig, we rode through Létsch- 
berg Tunnel. A different landscape greeted 
us at the other end, 9 miles away. Sunrays 
penetrated the fog, and Niesef (7,876 feet 
high) revealed its summit to prove that a 
train can easily climb to its top. 

We rode along the shore of Lake Thun to 
Interlaken, and then to Lauterbrunnen 
and, by way of Wengen, to Kleine Scheidigg 
(6,880 feet in altitude). This is a celebrated 
resort for traditional winter sports and dar- 
ing mountain climbing. The impressive 
Northern Wall of the Eiger (13,232 feet 
high) had levied its great toll in human 
lives before its summit was finally scaled in 
1936. At Scheidigg Hotel, Prof. von Muralt 
gave an interesting lecture on physiologic 
research at high altitudes, that has been 
carried out under his direction at the In- 
stitute of Jungfraujoch (11,500 feet high). 
We were then generously treated to a snack, 
intended to fortify the traveller before his 
ascent to Junfraujoch along Europe’s high- 
est railroad. The track is 5.6 miles long, 
passing through a curved tunnel, 4.4 miles 
long, that had to be cut through solid rock, 
since the mountain is blanketed by per- 
petual ice and snow. The train stopped at 
intervals to permit its passengers to adjust 
to the altitudes, and coramine tablets were 
distributed. That our group members were 
in excellent health may be guessed from the 
fact that only a few persons complained of 
a more rapid heartbeat. 

To the sorrow of the organizers of our 
excursion, who gallantly concealed their 
tears, snow was falling on Jungfraujoch. 
One of Switzerland’s and Europe’s most un- 
forgettable and magnificent scenic specta- 
cles on clear days, was shrouded in clouds 
and obliterated by the falling snow. The 
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photographs that accompany this report are 
published to show some of the grandeur of 
the scene we had wanted our guests to see. 

We were taken through the Institute of 
Alpine Research and some members of the 
group visited the Meteorologic Observatory. 
On the Sphinx, an observation point of re- 
nown, the boldest members of our group be- 
gan a snow-ball battle. All in all, everyone’s 
happy smiles contrasted favorably with the 
grayness around us, helping the organizers 


of the excursion to forget their disappoint- 
ment over the weather. 

On our return trip, Lake Thun was 
bathed in the golden light of the disappear- 
ing sun, as if to compensate for the earlier 
rain and snow. An excellent dinner and good 
conversation about topics related to the Con- 
gress enlivened the party. By the time we 
reached Geneva, again, all agreed that this 
excursion was a_ never-to-be-forgotten ex- 
perience. 


Inspiring Geneva 
Mrs. E. N. C. McAmmond 


Roman Legions marched through Geneva 
in 58 B.C., because the one bridge over the 
Rhone River—the only link in the impassa- 
ble mountains between Rome and the rest of 
Europe—was at Geneva. Around the camp- 
fires, while soldiers slept and sentries kept 
vigil, Julius Caesar and his captains 
dreamed of conquest and planned ways to 
bring those dreams into reality. 

Dreams, plans, fulfilment—all are words 
which have meaning in Geneva. For in this 
ancient city many have dreamed and planned 
and some have seen a degree of fulfilment. 
There have been long dreams—of peaceful 
relations, of necessary reform, of friendly 
contrasts, of human uplift. Many of those 
dreams were shattered before they could be 
realized. Toward the achievement of others, 
men continue to strive. 

There was the dream of friendly coexist- 
ence in the minds of the signers of the 
treaty between Britain and the United 
States of America, at the end of the Revolu- 
tionary War, in the Alabama Room of the 
Town Hall. There was the dream of Henri 
Dunant who, after having seen the wholesale 
slaughter of wounded men during the Cri- 
mean War, was influential in bringing about 
the formation of the International Red Cross 
Society at Geneva. There was the dream of 
the founders of the League of Nations, who 
hoped to build a system of abiding peace in 
a war-torn world. And, there was the dream 
in the heart of Dr. Max Thorek, who planned 
a fellowship of surgeons—a true fellowship, 
overriding national boundaries, political 
convictions and shadings of thought, bind- 
ing together men of truly scientific outlook 
for the common good. 

It was in Geneva, this city of dreams, 


that we gathered to celebrate—in the sum- 
mer of 1955—Dr. Thorek’s dream come true, 
for we convened there to mark the Twenti- 
eth Anniversary of the founding of the In- 
ternational College of Surgeons. 

For the wives of delegates, who came 
from many countries, a splendid welcome 
had been arranged by a committee working 
with Mme. Albert Jentzer as chairman. This 
committee also devoted its time during the 
convention to work at the registration desks, 
hostess booths and on other assignments. 

Sightseeing in beautiful, history-conscious 
Geneva was an inspiring adventure, for 
what feminine heart would not bound at the 
sight of the many fine shops and their in- 
teresting merchandise? Swiss watches of 
excellent workmanship and exquisite Swiss 
needlework brought pleasure to many a be- 
holder and the pride of ownership to those 
who bought. 

After the official inaugural session, a re- 
ception was given by state and city authori- 
ties at the Art Museum, after which a Sym- 
phony Concert was presented by the Or- 
chestre de la Suisse Romande, under the di- 
rection of Ernest Ansermet and with Michel 
Schwalbe as solo violinist. A fashion show, 
presented by Fischer of Geneva, gave us an 
opportunity to see the fine fashions created 
here and, in particular, the beautiful hand- 
embroidered decoration used to trim many 
of the dresses. For those who enjoy variety 
shows, one had been arranged. 

A unique fountain on Geneva’s beautiful 
Lake Leman tosses water over four hundred 
feet into the air. We cruised on the lake to 
the ancient village of Coppet, where we 
visited the castle which was once the home 
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of Jacques Necker, Minister under Louis 
XVI and Director-General of Finances dur- 
ing the French Revolution. He lived there 
with his equally famous daughter, Madame 
de Staél. 

At the Twentieth Anniversary banquet 
and ball, all of the wives looked their loveli- 
est. With the distinguished company, the 
pleasant surroundings and the excellent 
Swiss food, our evening’s enjoyment would 
have been complete if Dr. Max Thorek, 
Founder of the International College, had 
been able to join us. We were grieved to 
learn of his illness at the very moment when 


What Happens When $500,000,000 
Is Given Away 


The most talked-of news in the United 
States recently has been the $500,000,000 
grant which the Ford Foundation is to con- 
tribute to privately owned hospitals, medi- 
cal schools, universities and colleges. Of 
that sum, $210,000,000 has been designated 
for the nation’s privately owned universities 
and colleges; $200,000,000 for private hospi- 
tals, and $90,000,000 for privately supported 
medical schools. This grant will be by far 
the largest and most far-reaching single 
donation ever to have been made from a pri- 
vate philanthropic source. To many of the 
institutions selected, the Ford Foundation 
announcement still seems unreal. Many are 
hesitating to make earth-shaking plans, ap- 
parently, for fear that they may awaken and 
learn it was only a dream. Others, however, 
have mentally spent and respent their shares 
of the grant many times over. So great has 
been their lack of money that, in their 
dream-spending, they have discovered the 
need for great care in spending the funds, 
as their share of the grant will hardly 
reach far enough to fulfill every requirement. 

In all, some 3,500 nonprofit hospitals will 
benefit from grants that will range from 
$10,000 to $250,000, depending upon the ag- 
gregate of each hospital’s annual service in 
terms of “patient-days” as well as upon the 
number of births that they have reported 
per year. None of the institutions designated 
as recipients has yet received any part of 
its money. But it is believed that some of 
the purchase orders which hospitals have 
been placing in recent weeks may well have 
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we were all to have celebrated with him the 
joy of his dream come true. 

The dream goes on, for dreams, plans and 
fulfillment are unending. In the twenty 
years that the College has been in existence, 
the dream has attained a degree of fulfill- 
ment, but much remains to be done. Many 
more scientific frontiers remain to be 


crossed. Many more bridges need to be built 
across rivers that divide nation from na- 
tion. Many more ideals remain to be realized. 
And for more understanding among groups 
and individuals, ours is a dream worthy of 


fulfillment. 


been placed on the strength of the expected 
grants. And the experts whose responsi- 
bility it is to keep a vigilant outlook on the 
economic pulse of the nation are assiduously 
trying to ascertain the trend that expendi- 
tures, especially hospital spending, will take. 

The Ford Foundation has placed certain 
restrictions on the use of the grants so that, 
for example, the money may not be spent 
for the payment of old debts or to cover 
present operating expenses. 

From the skimming surveys that have so 
far been hastily conducted, hospitals are ex- 
pected to use their gift allotments to ex- 
pand, alter or improve their existing plants; 
to replace, modernize or add to present 
equipment, ranging from electroencephalo- 
graphic recorders and electrosurgical instru- 
ments to cyclotrons and other extremely 
costly equipment. Some hospitals plan to im- 
prove their professional instruction for in- 
terns and resident doctors, whereas others 
plan to establish fellowships or to expand 
research facilities. Some hospitals plan to 
regard the Ford grant as their Donation No. 
1 in fund-raising campaigns they plan an- 
nually in their communities. Hospitals with 
an eye to the distant horizon are thinking of 
investing the grant and using only the in- 
terest to carry out long-range programs of 
medical and nursing education. And those 
hospitals which have especially felt the 
strain of postwar increase in birth rates 
are certain they will use their shares of the 
grant to enlarge and modernize obstetric de- 
partments and nurseries. 

To place so tremendous a sum of money 
into circulation will inevitably affect many 
phases of American life, other than the lives 


of educational and medical organizations. 
It is not surprising, therefore, that The Wall 
Street Journal recently underscored the in- 
creased interest shown by the manufacturers 
of hospital supplies and equipment in the 
planning and thinking of doctors and hospi- 
tal administrators. 

It goes without saying that the Ford Foun- 
dation grants are regarded much as would 
be the discovery of the proverbial pot-o’-gold 
at the end of the rainbow. And it is no more 
than proper that organized medical circles 
especially should feel the need to protect so 
important a gift. That professional men 
and women — people who have devoted the 
greater part of their lives toward pooling 
their skills, experience and wisdom, to al- 
leviate human suffering and to raise the 
standard of man’s well-being to unprece- 
dented heights — should feel a stewardship 
toward these monies is befitting. Certainly 
the members of the United States Section of 
the International College of Surgeons re- 
gard the Ford grants as an expression of 
faith in the work of the American doctor. 
And they will justify the trust placed in 
their profession by the Ford Foundation by 
making certain that the grants are used for 
the greatest possible benefit of the greatest 
possible number of people. 


Twenty-ninth Annual Congress in 
Ophthalmology, Otolaryngology and 
Allied Specialties 


Dr. Elbyrne G. Gill,-F.A.C.S., of the Gill 
Memorial Eye, Ear and Throat Hospital at 
Roanoke, Virginia, has sent word of the 
Twenty-ninth Annual Spring Congress in 
Ophthalmology, Otology, Rhinology, Laryn- 
goscopy, Faciomaxillary Surgery, Bronchos- 
copy and Esophagoscopy to be held at the 
Patrick Henry Hotel in Roanoke on April 
2-7, 1956. This congress serves as a re- 
fresher course for men practicing in these 
fields and as an inducement to further study 
and investigation. It offers persons working 
_in these fields an opportunity to exchange 
experiences with their co-professionals. The 
topics to be presented on the program will 
be discussed by men of the highest academic 
standing and with national and international 
reputations in their respective fields. 

Concurrently with the program of lec- 
tures, surgical clinics will be held daily at 
the Gill Memorial Hospital for the con- 
venience of those who are interested in ob- 


serving the work of the staff. 

Further details may be obtained by writ- 
ing directly to Dr. E. G. Gill, Gill Memorial 
Eye, Ear and Throat Hospital, 711 South 
Jefferson St., Roanoke, Virginia. 


U. S. Official on International Health 
Retires 


The United States Public Health Service 
recently announced the retirement of Dr. 
Estella Ford Warner, chief of the program 
development branch of the Division of In- 
ternational Health. The first woman ever to 
have been commissioned in the Public Health 
Service, Dr. Warner became an officer in 
1932. She has served as chief of the Divi- 
sion of State Relations; medical director of 
the Kansas City regional office; medical con- 
sultant of the Chicago regional office, and 
regional medical director assigned to the 
U. S. Bureau of Indian Affairs. Her first 
international assignment involved establish- 
ing a public health school at the medical 
college of the American University at 
Beirut, Lebanon, where she went in 1951. 
The President of Lebanon presented the 
highest decoration that can be given to a 
civilian to Dr. Warner, the first woman ever 
to have received this award. From 1952 to 
1955, Dr. Warner worked in New Delhi, 
India, assisting the Government of India in 
planning technical assistance programs in 
the field of public health, particularly for 
rural areas. 


Symposium on Venereal Disease 

The first international symposium on 
venereal diseases and the treponematoses will 
be sponsored jointly by the United States 
Public Health Service and the World Health 
Organization May 28 to June 1, 1956, at the 
Statler Hotel, Washington, D. C. Inter- 
national authorities will have an oppor- 
tunity to exchange views on diagnosis, 
treatment and case observations. Topics to 
be discussed include the control of venereal 
diseases and the treponematoses in retro- 
spect and in prospect; reporting and statis- 
tical problems; the natural history of 
syphilis, the treponematoses and the ve- 
nereal diseases; gonorrhea, the minor ve- 
nereal diseases and nongonococcic urethritis; 
epidemiology and control technics; health 
education and public information, and co- 
operation by voluntary agencies in control 
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programs. Physicians, scientists and profes- 
sional health workers are welcome, and per- 
sons interested in submitting papers should 
send abstracts to: Dr. C. A. Smith, Medical 
Director, Chief, Venereal Disease Program, 
Division of Special Health Services, Public 
Health Service, Department of Health, Edu- 
cation and Welfare, Washington 25, D. C. 
Simultaneous interpretation of all papers 
that are read will be given in French, Span- 
ish and English. 


New Officers of American Academy of 
Obstetrics and Gynecology 


The fourth annual clinical meeting of the 
Academy of Obstetrics and Gynecology re- 
cently elected a new slate of officers for the 
1956 term. They are: Ralph E. Campbell, 
president; R. Gordon Douglas, president- 
elect; Norman F. Miller, first vice-president; 
Duncan Reid, second vice-president; C. Paul 
Hodgkinson, secretary; Herbert E. Schmitz, 
treasurer, and John C. Ullery, assistant 
secretary. 


Cause of Infant and Maternal Deaths 
in Rural Areas 

If all expectant mothers were to receive 
anything like ideal care, it is likely that 
two-thirds of all maternal deaths in the 
United States and perhaps a similar propor- 
tion of fetal deaths could be prevented, ac- 
cording to a report by Dr. Herman W. Ran- 
nels at a recent meeting of the American 
Academy of Obstetrics and Gynecology. It 
is to the lack of adequate medical care, par- 
ticularly in rural areas, that current mor- 
tality rates among mothers and infants is 
attributed. The problem is social rather 
than primarily medical, for rural areas are 
handicapped with a sparser concentration of 
wealth, hospitals, physicians and, of course, 
specialists. A more democratic distribution 
of medical services was urged. 


The Hartford County (Connecticut) 
Medical Society recently studied 144 obit- 
uaries of ‘local physicians and probate 
court cases involving their estates. While 
the survey, of course, wasn’t too large, it 
revealed some interesting and startling 
facts, including: 


Some Facts on Physicians 
and Their Estates 


American National Red Cross Reports 

A recently released statement of expendi- 
tures by the American Red Cross during 
1954 and 1955 disclosed that $87,539,503 had 
been channeled to provide services of vari- 
ous kinds to the American people and for 
overseas work. Of that amount, 41 per cent 
was expended in services to the U. S. Armed 
Forces and American veterans; 15 per cent 
was needed in the Red Cross Blood Program; 
and 8 per cent went for disaster relief. 
Other services provided were: aid in improv- 
ing the nation’s health and safety; organiz- 
ing Junior Red Cross groups in schools; 
sending gift boxes to children in thirty-five 
foreign countries; sending school chests, 
each of which contains a year’s supply for 
fifty pupils; providing study-visits to the 
United States for seventy-eight officials from 
thirty-six countries and the League of Red 
Cross Societies, and sending relief supplies 
to disaster victims elsewhere in the world. 


Russian Medical Students Learn American 
Methods in Treatment of Poliomyelitis 


Four Russian representatives of the 
Academy of Medical Sciences arrived in the 
United States in January 1956 for a month’s 
visit, to study American methods of treating 
poliomyelitis and Dr. Jonas Salk’s procedure 
for preparing the antipolio vaccine. The visit 
was arranged by the United States Public 
Health Service, with Dr. Alexis I. Shelokov, 
virologist ofthe National Institutes of 
Health conducting the tour, which will 
cover seven American cities. The visitors 
are Mikhail P. Chumakov, director of the 
Poliomyelitis Research Institute and Marina 
K. Voroshilova, the Institute’s senior re- 
search worker; Anatolii A. Smorodintsev, 
director of the Department of Virology of 
the Institute of Experimental Medicine, and 
Lev I. Lukin, scientist of the Academy of 


Medical Sciences. 


One out of eight of the physicians who 
died between 1940 and 1953 was in debt 
at the time of death. Of the 144 doctor 
estates studied, one out of three left net 
assets of less than $10,000. 

The Hartford survey disclosed only one 
extremely wealthy doctor out of the 144 


and that $575,915 of his estate was con- 
sumed by estate taxes and other settle- 
ment expenses. 

Only one doctor in eight survived his 
wife! 

The doctors aged 40 to 50 died twice as 
fast as the general population, and in the 
60-70 bracket, the doctors’ death rate was 
50 per cent higher than the insurance ta- 
ble. Heart diseases and cerebral hemor- 


rhage were the chief causes of death. 

Expenses of settlement of the estates 
studied ranged from a minimum of 13 per 
cent to as much as one-third. 

The age of death of the physicians when 
compared with life insurance mortality 
tables showed that there were two vulner- 
able age periods for medical men—40 to 
50 and 60 to 70. 

One out of three physicians left no will. 


The Research Horizon 


Early Test for Pancreatic Carcinoma 


A striking correlation between normal 
urinary lipase levels and those levels after 
the injection of secretin has been noted in 
patients with carcinoma. Preinjection levels 
of lipase rose in the urine of normally 
healthy persons, whereas in the patients 
with pancreatic carcinoma they fell below 
preinjection levels or below the point of 
detection. 

Of 326 patients who underwent this test, 
264 proved to have normal concentrates of 
urinary lipase and no pancreatic disease. 
Of the 62 patients whose lipase levels proved 
abnormal, 56 had symptoms or yielded labo- 
ratory evidence of pancreatic disease or of 
functional disorders in related organs. Since 
pancreatic cancer comprises 5 per cent of all 
cancers, also sharing sixth place in cancer 
incidence with rectal cancer, some method 
of early diagnosis is most welcome. 


Calf Bone as Grafting Material 


Calf bone has been successfully used as 
grafting material by the Northwestern Uni- 


versity Medical School. Transplanted into 
man, the new grafting material is advan- 
tageous chiefly because it is available in un- 
limited quantities at low cost and is simple 
to use. 

Calf bone has been tested on 12 patients 
requiring bone grafts. It is removed from a 
300-pound animal and is placed in cow 
plasma solution to which penicillin and 
streptomycin have been added. Sealed in a 
bottle and refrigerated at 40 F., it is kept 
for at least five and one-half months before 
it is used. It is the loose composition and 
filament-like structure of calf bone that pro- 
motes the rapid growth of new bone. Human 
bone cells appear to form new bone crystals 


around the calf bone until the human tissue 
fully replaces the grafted animal tissue. 


New Technic for Bloodless 
Heart Surgery 


The most recent technic for utilizing cir- 
culation outside the body offers the surgeon 
a bloodless field for operative treatment of 
heart diseases. Described by Dr. William P. 
Young of the University of Wisconsin Medi- 
cal School, the technic consists of pumping 
arterial blood from a bottled reservoir into 
the large subclavian artery. Circulation 
proceeds normally until it reaches the point 
of entry into the heart through the vena 
cava, when it is shunted into a bottled reser- 
voir, by-passing the heart and leaving it 
bloodless for half an hour. 


New Radical Technic for Excision of 
Rectal Cancer 


Having found through experiments in 
dogs that it was feasible to remove the en- 
tire parietal peritoneum with neither in- 
testinal obstruction nor fatality resulting, 
Drs. Howard D. Trimpi and Harry E. Bacon 
performed open end-to-end anastomoses on 
half of their animals. They learned that 
reperitonization of the denuded surfaces be- 
gan to occur within days. The new tissue, 
moreover, closely resembled, both in over-all 
appearance and in thickness, the original 
peritoneum. Having completed these tests, 
they tried leaving the peritoneal cavity and 
the pelvis. open from below after a “pull- 
through” operation that did not involve 
subsequent reconstruction of the pelvic 
floor. Adhesions and intestinal obstructions 
were rare, although the small intestine some- 
times shifted alongside the transplanted 
colon. This technic was then applied to pa- 
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tients with cancer in whom the disease was 
disseminated or local extensions were wide- 
spread. They performed total viscerectomy, 
ureteral transplantation to skin or bowel 
and extensive peritoneal denudation, but did 


not reconstruct the pelvic floor. After the 
operation, they lined the pelvic cavity with 
a sheet, 2 feet square, or a rubber dam, and 
packed it with vaginal gauze 2 inches wide. 
After ten to fifteen days with the packing in 
place, the abdominal cavity had been walled 
off from the pelvis, and healing had taken 
place without evidence of intestinal obstruc- 
tion or protrusion of the small intestine. 
Further experience proved that the packing 
could usually be removed after eight days 
and, if healing was not adequate, the cavity 
could be repacked for a few days longer to 
give it enough time for complete healing. 
Only 1 patient of 42 who underwent this 
operation had a complication — pressure 
necrosis of the ureter — and that, say the 
investigators, could have been avoided by 
more gentle packing of the pelvic cavity. 


Persons Predisposed to Hypertension 


Hypertension (high blood pressure), 
which can seriously impair coronary or 
renal function and cerebral circulation, has 
become a serious medical problem, especially 
among persons unable to contend with the 
stresses of daily life in a modern world, ac- 
cording to Dr. Mare J. Musser, University of 
Wisconsin Medical School. Among the emo- 
tional characteristics of persons predisposed 
to hypertension are: excessive anxiety, a 
tremendous drive of energy, obsessive and 
compulsive actions and hypersensitivity to 
the reactions of other people. Such persons 
often also harbor resentments of which they 
may be unaware. They may be successful 
people, but usually at the cost of an immense 
expenditure of energy. 

Although headaches and the distress of 
anxiety can be controlled by psychotherapy 
in 50 per cent of such patients, a drop in the 
blood pressure does not necessarily follow. 


New Instrument to Facilitate 
Heart Operations 

The National Heart Institute, United 
States Public Health Service, announces an 
improved modification of a device for regis- 
tering physiologic events during cardiac 
operations, such as blood pressure, elec- 
trocardiographic deflections and _ similar 
changes. It is intended to replace the cur- 
rently used cathode-ray oscilloscope, which 
is bulky, expensive and difficult to operate. 
The modified instrument is compact and in- 
expensive and it has an easily operated 
electronic switch that permits adaptation of 
all single-beam oscilloscopes to perform like 
the more complex double-beam instruments. 
Addition of the electronic switch makes it 
possible to trace two light curves on the 
screen, although the single-beam oscillo- 
scope has only one light souree. This is ef- 
fected by rapid redirection and alternation 
of the light source between the curve above 
and the curve below. The switching is un- 
interrupted, leaving behind two _ separate 
and distinct tracings. The modified device, 
with such a switch, has functioned satis- 
factorily for more than one year of daily 
clinical use at the National Heart Institute. 


How to Cool Large Plaster-of-Paris Casts 

Dr. G. Roger Sullivan of the Mayo Clinic 
was as mindful of his patients’ comfort as 
he was of bones that needed mending, and 
he was particularly concerned about the pa- 
tient in a large body cast of plaster of paris 
during the heat of the summer. The system 
he devised for cooling such a cast follows: 
The usual amount of padding and the usual 
number of thicknesses of plaster are applied 
to the body. Then a rubber tube with a 44- 
inch lumen is wrapped around and around 
the plaster, so that a 1%4 to 2-inch space re- 
mains between each two circlings of the tube. 
More plaster is applied over the tubing, 
which is left long enough to be connected 
with a stream of running, preferably refrig- 
erated, water. The water is run through the 
tube long enough to cool the cast, after 
which the tube is disconnected from the 
source of water and its ends are clamped. 
If thoroughly cooled, the cast will retain its 
low temperature for an hour or longer. 


Look at the means which a man employs; consider his motives; observe his pleas- 


ures. A man simply cannot conceal himself. 
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—Confucius 


PROF. DR. HANS FINSTERER 
F.R.S.M. (ENG.), F.1.C.S. (HON.) 


Prof. Dr. Hans Finsterer, the Nestor 
of Austrian surgery, prominent inter- 
nationally in his chosen profession, died 
on Nov. 4, 1955, after a lengthy illness. 
The Austrian medical profession has 
lost one of its most gifted representa- 
tives — a man who was exceptionally 
devoted to the advancement of his sci- 
ence and his art. The world has lost a 
man who, for nearly a half century, had 
consistently, yet unobtrusively, fostered 
progress in his field to the great benefit 
of mankind. 

Born or June 24, 1874, in a small vil- 
lage in upper Austria into a peasant 
family for whom making a living was in 
itself often a hardship, Hans Finsterer 
faced difficulties in securing a higher 
education. To send even one child of 
such a family to high school and to the 
university involved great sacrifice in 
those days, so that his parents’ success 
in sending their son to Vienna for a 
medical education was, in 1896, an im- 
pressive achievement. 

After six years of study, Hans Fin- 
sterer qualified for the degree of Doc- 
tor of Medicine, which was awarded to 
him by the University of Vienna. His 
student years, until his graduation in 
1902, coincided with the Golden Age of 
the Medical Faculty of Vienna. Dr. 
Finsterer had the good fortune, there- 
fore, to study internal medicine under 
the guidance of Carl Wilhelm Hermann 
Nothnagel and Edmund von Neusser. 
His instructor in surgery was the emi- 
ment Eduard Albert. 

In 1904, Dr. Finsterer was named a 
surgeon of the Second Surgical Service 
of the University Clinic of Vienna. The 
Chief Surgeon at that time was Julius 
von Hochenegg, renowned for his sur- 
_ gical treatment of rectal cancer. Later, 
he worked in Graz, where he received 
further training from Dr. Hacker, but 


in 1910 he returned from Graz to the 
University Clinic in Vienna, to work as 
an assistant surgeon. It was during this 
period that he also published his first 
scientific paper, in which he discussed 
hemorrhages of the stomach and intes- 
tines, perforations of the stomach and 
duodenal ulcers. In 1913, he was named 
Docent of Surgery, after the publication 
of his paper on liver traumas. 

During World War I, Dr. Finsterer 
entered military service and was sta- 
tioned on the Russian Front. In 1915 he 
was promoted to the position of Chief 
Surgeon of an army hospital in Vienna, 
and in 1919, he was named Professor 
(Ordinary). For the next sixteen years, 
Dr. Finsterer tried to secure an assign- 
ment as chief surgeon in one of the gov- 
ernment hospitals or in the surgical de- 
partment of the University Hospital. 
Despite his many scientific works on 
surgery of the stomach and duodenum 
and on local anesthesia, Dr. Finsterer 
was unsuccessful. Neither his indus- 
trious scientific research nor his per- 
sonal success in extensive, international 
private practice helped to open the doors 
of those hospitals to him. Not until he 
was 58 years old was he named Chief 
Surgeon in the Department of Surgery 
of the well-known Allgemeine Kranken- 
haus in Vienna. It was this assignment 
that provided Dr. Finsterer with excel- 
lent opportunities to apply his rich ex- 
perience in helping large numbers of 
patients. 

Dr. Finsterer’s many publications, 
both in Austrian and in foreign jour- 
nals, are the fruit of years of painstak- 
ing and intense work. He remained 
active at the Allgemeine Krankenhaus 
for seventeen years in the work which 
he loved so passionately. In 1952, the 
age restrictions that governed his work 
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at the hospital forced Prof. Finsterer to 
retire. This marked the beginning of 
his visible aging, brought on largely 
because he. was deprived of the oppor- 
tunity to practice in his beloved profes- 
sion. This also marked the beginning of 
the ill health that culminated in his 
recent death. 

During a lifetime rich with numerous 
contributions, Hans Finsterer pub- 
lished, I would estimate, about three 
hundred scientific works. The early pa- 
pers dealt with a variety of subjects, 
among them carcinoma of the breast 
and urologic problems, and they were 
relatively short. Later on, Prof. Fin- 
sterer directed all of his attention to 
studies dealing with surgery of the 
stomach and intestines. With a fund of 
energy hardly expected in so quiet a 
person, Dr. Finsterer spread the popu- 
larity of local anesthesia throughout 
Austria and far beyond its borders. The 
forthright emphasis he placed on his 
convictions throughout the years often 
created enemies, and yet his convictions 
and conclusions were usually justified. 

In 1914, Dr. Finsterer published his 
own modification of the Billroth II re- 
section, known to this day as the Hof- 
meister-Finsterer method. Essentially, 
this operation improved the prognosis 
in cases of ulcer resection. From 1918 
on, Dr. Finsterer advocated a two-thirds 
resection of the stomach, to remove the 
antral mucosa with its large hydrochlo- 
ride acid-producing area, thereby dimin- 
ishing the threat of recurring ulcers. 
That same year, he published his paper 
on resection exclusion, devised to dimin- 
ish the primary mortality rates for 
duodenal ulcers that penetrate the pan- 


creas. This technic is in use through- 
out the world. 

Dr. Finsterer’s contributions since 
1925 in surgery of the large intestine 
were impressive and led ultimately to 
the publication, in 1952, of his mono- 
graph, entitled “Surgery of the Colon,” 
a compilation of his extraordinary ex- 
periences in colonic surgery. 

Until he reached the age of 70, Dr. 
Finsterer had never experienced the 
limelight into which the public ordi- 
narily thrusts persons who deserve to 
be honored. But on his seventieth birth- 
day, he was given a full professorship 
at the University of Vienna and became 
the recipient of many other honors, ex- 
tended in recognition of hi§ work. The 


City of Vienna bestowed upon him the 


Key to the City. The International Col- 
lege of Surgeons named him Master of 
Surgery and elected him to International 
Presidency. Other medical societies 
throughout the world followed suit, ac- 
cording him the recognition he so richly 
deserved. 

Prof. Dr. Hans Finsterer was one of 
the last knights to survive from the 
heroic epoch that carried the art and 
science of surgery to its zenith, with 
but the most meager assistance from 
the laboratories and only slight support 
from animal experimentation. Para- 
mount to him was clinical observation. 
A progressive and understanding hu- 
man being, Dr. Finsterer has left an 
indelible imprint in the history of sur- 
gery. Persons fortunate enough to have 
known and had contact with him will 
cherish his memory as long as they live. 


—Felix Mandl 


we are always doing. . .” 


“. . . Determine never to be idle. No person will have occasion to complain of 
the want of time who never loses any. It is wonderful how much may be done if 


—Thomas Jefferson 
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Malcolm T. MacEachern 


August 27, 1881 — February 3, 1956 


The surgical world was deeply shocked and profoundly 
grieved by the sad news of the death of Malcolm T. 
MacEachern, M.D., C.M., Director of Professional Re- 
lations of the American Hospital Association and Direc- 
tor Emeritus of the American College of Surgeons. 


Word of Dr. MacEachern’s death on February 3, 
1956, reached the offices of the Journal at press time, 
too late to include in the March issue the details about 
his life and his work. 


The membership of the International College of Sur- 
geons extend their most heartfelt condolences to the be- 
reaved family. Details of the life and work of Dr. Mac- 
Eachern will appear in the April issue of this Bulletin. 
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Whether or not Ponce de Leon was jus- 

tified in his triumph at having found what 
he believed to be the Fountain of Youth is 
a moot question. Certainly there are some 
who would like, or think they would like, 
to be young again and forever. On the 
other hand, there are those in whose lives 
Father Time would turn backward only at 
his peril! There is, moreover, a third cate- 
gory, made up of those who cannot remem- 
ber ever having felt consciously young and 
who are no more conscious of advancing 
age. 
Those in the third class are probably the 
happiest, and certainly the busiest, of all 
mankind. Those who welcome life’s au- 
tumn because it relieves them of the tur- 
bulence of youth have still to reckon with 
the hazards of decrepitude, and we strong- 
ly suspect that the sudden bestowal of re- 
newed youth on a mature man would be a 
severe disappointment to him, unless at 
the same time he could be deprived of all 
memory of his maturity. 

Youth, nevertheless, has one treasure 
beyond all price: the glittering trove of 
unlimited opportunity. It does not remain 
unlimited. Time takes away a little every 
year. In many lives it is gone before it is 
missed; in many others, pathetically, it is 
never missed, because its defrauded pos- 
sessor has never known it was there. 

Such a life, to the lover of life, is more 
than pathetic. It is tragic. To one who, in 
the strength of his young manhood, has 
“put his fortune to the test, to win or lose 
it all”—and we understand the word “for- 
tune,” as here used, to mean destiny—and 
has emerged from the battle enriched even 
though deeply wounded, there is no sadder 
spectacle than that of a young man who 
does not feel challenged by life; whose 
sights are set toward material gains alone; 


Comments by the Founder 


On Missing the Boat 


moms who worships se- 
See curity arid shrinks 
from adventure, 
and whose progress 
toward manhood 
has not endowed 
>) him with the sense 
» of being one among 
many, and akin to 
all, in the never- 

ending all-demand- 
ing struggle toward 
final enlightenment 
and the growth of 
man to his still unattained full stature. 

One of the chief values of our great pro- 
fession is its maturing power. Few young 
surgeons, we hope and believe, have won 
their degrees and entered upon their pro- 
fessional careers without leaving childhood 
behind them. We base our faith on the 
tremendous interest always taken by 
young surgeons in the work and purposes 
of the International College of Surgeons 
and on the constantly increasing number 
of their requests for full information and 
their applications for membership. It is a 
most gratifying experience, for Fellow- 
ship in the College, which is their ultimate 
goal, is not gained in a day, and it is heart- 
ening to see how many promising young 
men are not only willing but eager to as- 
sume the tasks and responsibilities we 
have made prerequisite. 

True, we expected this and made pro- 
vision for it. Among the young surgeons 
of today are the great surgeons of tomor- 
row; let them be cherished in the bud, that 
they may ripen to rich fruition. We fore- 
saw, even in advance of the founding of 
the College, the need of virile young minds 
and bodies to uphold the ideals we have 
striven so hard to establish. 


Dr. Max Thorek 


ae 


We foresaw as well, human nature be- 
ing what it is, that from time to time 
efforts would be made to dissuade these 
young men from their purpose. This did 
not disturb us at the time, and it does not 
disturb us now. We understand its moti- 
vation, and we know from experience and 
observation that it never succeeds. 
Twenty years ago, when the College was 
founded, few realized the full challenge of 
the future. The mere idea of a world-en- 
circling organization of surgeons, bred 
under astronomically varying national 
and racial cultures, creeds and standards, 
was, to many, absurd, and they did not 
hesitate to tell us so. Now, when almost 
overnight the nations are bound together 
willy-nilly and a false move on the part of 
one means death and. devastation to all, 
these Doubting Thomases see that it was 
not as wild as it sounded. This could be 
borne, perhaps, with equanimity, but not 
its corollary—the inescapable fact that the 
need of such an organization and the op- 
portunity to create it lay as wide open to 
any view as it did to ours. There are few 
more galling sensations than that of hav- 
ing “missed the boat.” The sounder the 
boat and the more exciting the voyage, the 
bitterer the taste of frustration and help- 
lessness—and the stronger the temptation 
to see to it that others shall miss boats too. 
The young aspirants to membership in 
the College need miss no boats because 
they were not there when the first one 
sailed. Every day a new ship embarks on 


It is incumbent that the student of this Art should constantly attend the hospitals 
and sickhouses; pay constant, unremitting attention to the conditions and circum- 
stances of their inmates, in company with the most acute professors of medicine; 
and inquire frequently as to the state of the patients and the symptoms apparent in 
them, bearing in mind what he has read about these variations, and what they in- 
dicate of good or evil. 


—Ali ibn al-Abbas al Magusi, 10th Century 


a new voyage, headed toward a new and 
greater goal. We have embarked many 
times since our first precarious venture, 
and every time made port with all flags 
flying. Exactly because we have missed 
no boat whose sailing orders accorded 
with our own, we have preserved oppor- 
tunity alive and buoyantly youthful. We 
believe that in this achievement lies our 
attraction for the young. 

The present generation of young sur- 
geons has never known a decade free of 
unrest, or a decade of isolation from the 
cares of the world. Their work has sharp- 
ened their minds and broadened their 
vision. Hobble them as you will, they can- 
not be held from what they know is their 
future. They know — who can expect a 
scientist, even in youth, fot to know by 
this time?—the absolute necessity of in- 
ternational acquaintance and understand- 
ing. They would be dolts if they did not, 
and they are not dolts. They are men who 
know that the task expected of them is 
such a task as no surgeon has faced be- 
fore; they have manhood and courage 
enough to welcome the challenge, and they 
naturally seek allegiance with those of 
their elders who will not belittle it — who 
will expect every one of them, however 
limited his future sphere of action, to base 
his work on the welfare of all mankind. 

The young men seem to think they can 
find what they need in the College. We 
think so too, and we bid them heartily 
welcome. 
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From the Executive 


During the past 
year, Dr. Arnold S. 
Jackson, President 
of the United States 
Section of the In- 
ternational College 
of Surgeons, ap- 
pointed Credentials 
Committees in 
every State and 
Territory of the 
United States. The 
Regents for the va- 
rious States and Territories were 
given the responsibility of insuring that 
each Credentials Committee functions in a 
close working relation with the Qualifica- 
tions and Examination Council for Fel- 
lowship. 

In many of our States, the Credentials 
Committees have not yet assumed the re- 
sponsibility that is expected of them, but 
indications are that by the Fall of this 
year all such committees will be actively 
implementing the processing of applica- 
tions. 


Dr. Ross T. McIntire 
F.A.C.S., F.I.C.S. 


Dr. Ayers Sets Example 


A splendid example of what can be done 
by an active Credentials Committee has 
been set by the State of New York. Dr. 
Horace E. Ayers, F.A.C.S., F.LC.S., 
D.A.B., the Regent for the State of New 
York and Vice-President of the United 
States Section, in his dynamic manner, 
has established a state-wide Credentials 
Committee which meets once a month. Dr. 
Ayers believes that regular periodic meet- 
ings are necessary in a State with as large 
a population as New York. 

The Executive Director had the good 
fortune to attend the annual Christmas 
Party which the New York State Creden- 
tials Committee has scheduled as a tradi- 
tional event. With the exception of two 
members who were unable to reach New 
York City because of bad weather condi- 
tions, the entire Credentials Committee 


Director’s Notebook 


was present. It was an inspiring experi- 
ence to witness the methods used by this 
group of busy surgeons to process the ap- 
plications which had been presented to 
them. 

On January 10, in Utica, New_York, I 
was guest speaker at a meeting of the 
Medical Society of Oneida County. Many 
of the young surgeons working in that 
area expressed considerable interest in the 
activities of the International College of 
Surgeons. It is my expectation that the 
College will receive many applications for 
Fellowship from Upper New York State. 
Despite the subzero temperatures and 
deep snowdrifts, attendance at the Utica 
meeting was exceptionally good. I was 
impressed by the excellent spirit of co- 
operation apparent among the doctors be- 
longing to this county medical society. 


Advantages of I.C.S. “Passport” 


On January 11, I addressed a meeting 
of the Medical Society of Duchess County, 
New York, after having attended a dinner 
given for Fellows of the International Col- 
lege of Surgeons at the Nelson House in 
Poughkeepsie. The attendance at both the 
dinner and the subsequent meeting was 
extremely good. Not only had the mem- 
bers of the Duchess County medical organ- 
ization turned out in full force, but many 
visitors from neighboring and outlying 
counties and even from as far away as 
New York City had arrived to participate 
in the activities. Here, too, the interest in 
the aims and work of the International 
College of Surgeons was gratifying. A 
large number of the doctors attending the 
Poughkeepsie meeting had visited Europe 
some time during the past year and had 
learned how great a benefit it is to visit 
various European clinics during their 
travels. They also had reaped the full ben- 
efits of traveling with the credentials pro- 
vided by the International College of 
Surgeons, namely, the international pro- 
fessional “passport,” which assures them 
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of a warm welcome in whatever hospital 
or clinic they choose to visit. Dr. Max 
Michael Simon of Poughkeepsie has 
earned our congratulations for the splen- 
did work he has done, and is doing, to 
make foreign travel more interesting and 
more enriching for his fellows in the pro- 
fession. 

On January 12 I had the pleasant expe- 
rience of attending a luncheon at which 
the qualifications of anesthesiologists ap- 
plying for Fellowship in the International 
College of Surgeons were discussed. Later, 
I was the guest of Dr. Alfred Goldsmith, 
Honorary Member of the International 
College of Surgeons, at the Institute of 
Radio Engineers. Dr. Goldsmith’s contri- 
butions to the use of electronics in surgery 
have been most impressive. 


Honors for Executive Director 


On January 13 I was a guest and 
speaker at a luncheon of the Philadelphia 
Businessmen’s Association. This group 
presented an award to your Executive Di- 
rector for his contributions in the field of 
rehabilitation. It might be interesting to 
note that other winners of awards pre- 
sented at this luncheon went to the various 
divisions of the “Mummers’ Parade.” 

On January 14, I was the speaker for 
the Collier Ford Martin Oration. This was 
a most enjoyable occasion, with many Fel- 
lows of the International College of Sur- 
geons present at the well attended 
meeting, 


Mississippi Medical Meeting 


The State Surgical Section of Missis- 
sippi was my next port of call. There, Dr. 
Lawrence W. Long, F.I.C.S., Regent for 
Mississippi, had provided an _ excellent 
scientific program. Professional papers 
were read by Drs. Curtice Rosser, Gilbert 
Douglas, Leo J. Starry, Neal Owens, Tem- 
ple Ainsworth and your Executive Direc- 
tor. Dr. Gordon Dees was the Moderator 
for one of the panel discussions. The vari- 
ous officers of the Mississippi Chapter had 
handled -the professional program splen- 
didly. Attendance at the dinner which 
followed this meeting was exceptionally 


good, and everyone had an enjoyable 
evening. Again I was impressed by the 
amount of interest shown by young sur- 
geons, eager to qualify as Fellows, in the 
work of the International College of Sur- 
geons. This interest among the young men 
working in our profession is based on 
their sympathy with the aims of our or- 
ganization. More and more doctors are 
growing aware of the goals of the Inter- 
national College: to improve surgical 
knowledge and technics and also to en- 
courage the free exchange of ideas and 
views among the surgeons of the world, 
thereby advancing international goodwill. 


Surgeons Work for Peace 


The young American surgeon has had a 
first-hand acquaintance with the horrors 
and costs of war. He has a good under- 
standing of the necessity of improving 
friendly relations among the nations of 
the free world. He realizes that peace is 
the only force mighty enough to prevent 
the carnage that has taken place in all of 
the wars of the past. The professional 
man, as a result of his opportunities to 
visit with his colleagues in countries 
throughout the world, can wield tremen- 
dous influence on the thinking of other 
people. It requires no more than to ex- 
press the aims of the International Col- 
lege of Surgeons, namely: “To create a 
common bond among the surgeons of all 
nations and to promote the highest stand- 
ards of surgery throughout the world, 
without regard to nationality, creed or 
color.” For. as Pasteur so aptly stated, 
“Science belongs to no country, because 
knowledge is the patrimony of humanity, 
the torch which enlightens the world.” 
Fellows of the International College of 
Surgeons, by virtue of having accepted 
this creed, can function as truly effective 
ambassadors in the cause of world peace— 
a noble objective. 


Lapsus Digitorum 


A regrettable typographical error crept 
into my report last month (February Bul- 
letin, p. 7) on the combined meeting of 
the Governor’s Committee on Rehabilita- 
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tion and Employment of the Handicapped 
and of members of the International Col- 
ege of Surgeons in Hawaii. In referring 
‘o the startling incidence of blindness 
saused by cataracts among the population 
of India, I had stated that 2,000,000 per- 
sons were afflicted with this disease. 
Somewhere along the long path that an 


article travels between its writer and its 
reader, three important zeros fell by the 
wayside. Although I am certain few of 
our readers were misled by the slip, I 
would like to eliminate every possibility 
of a misunderstanding. Two million, not 
2,000, persons in India are blind because 
of cataracts. 


All . . . advances in our knowledge of heart-disease are extremely welcome. For 
many years tuberculosis, to use John Bunyan’s phrase, was the undisputed Captain 
of the Men of Death, but, while the great White Plague still exacts a terrible yearly 
toll of life, it has gradually lost its position of leadership. Anyone who consults 
the rather formidable and gruesome mortality tables of the United States, will find 
that it is no longer tuberculosis, but organic heart-disease, that heads the list of 


the causes of death. 


The facetious pessimist may remark that it is of little use to save people from 
tuberculosis only to have them die of something else—heart-disease or what not. 
The confirmed optimist, which every physician, young or old, should be, will 
point out that tuberculosis exacts its toll from the youth, and heart-disease 
from the middle-aged, which is surely a gain. In his optimism, he also hopes to 
dislodge heart-disease from its_position of leadership, as well as all of its successors, 
one by one, until he sees old age as the Captain of Men of Death. When this ideal 
is attained, the physician may feel that the life mission of medicine is attained, and 
he may safely turn his patients over to his predecessors in the art of healing—the 


philosophers and priests. 


But this ideal is still far from attained. Many diseases of infancy and of young 
adult life have been checked or banished. The infant has a better chance of be- 
coming a boy, and the boy a better chance of growing into a man. But as he grows 
older, a new set of enemies lie in wait for him. He now has to watch his weight, 
his kidneys, and especially his blood-pressure. We are all familiar with the old 
remark that a woman is as old as she looks and a man as old as he feels. A more 
modern remark is that a man is as old as his arteries—and his blood-pressure. 


—Major 
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In leafing through the pages of the Jan- 
uary issue of The Journal of the Interna- 
tional College of Surgeons, it was inevita- 
ble that one should pause on page 40 to 
count how many authors by the name of 
Douglas had collaborated on the prepara- 
tion of the article entitled “Problems of 
Obstetrics and Gynecology in Relation to 
Infection of the Urinary Tract.” And 
small wonder. For how often do the co- 
workers on any scientific team number 
five scientists with the same surname? 
But there they were: four Doctors of Med- 
icine and one Medical Technician, all bear- 
ing the name of Douglas, all from the city 
of Birmingham in Alabama. It might have 
been a coincidence, but it was not. All five 
authors are members of a single family: 
the Douglas family of Birmingham. 

Dr. Gilbert Franklin 
Douglas Sr., F.A.C.S., 
F.I.C.S., D.A.B., Associ- 
ate Professor of Gynecol- 
ogy at the Medical College 
of Alabama, is the father. 
The Drs. George C. Doug- 
las, William W. Douglas 
and Gilbert F. Douglas 
Jr. are his sons, and their 
sister, Sarah Frances 
Douglas, is a graduate 
Medical Technician! 

Dr. Gilbert Douglas Sr. qualified for his 
degree of Doctor of Medicine at the Uni- 
versity of Alabama and later did postgrad- 
uate work at Harvard University and in 
New York City and in Paris, France. He 
married Mary Rachel Griffin, a well edu- 
cated woman and an accomplished music 
teacher, in 1912. 

The senior Dr. Douglas holds member- 


Dr. Gilbert 
F. Douglas 


Pen Portraits of Distinguished Fellows 
of the 


International College of Surgeons 


Gilbert F. Douglas, M.D., F.A.C.S., F.I.C.S., D.A.B. 


ship in twenty-seven local, state and na- 
tional medical organizations and has been 
elected to offices of responsibility in sev- 
eral of them. He is a staff member at five 
of Birmingham’s foremost hospitals. Dr. 
George Capers Douglas is Senior Resident 
in Obstetrics and Gynecology at the Med- 
ical College of Alabama, where he received 
an appointment after having served in the 
United States Air Force. He is also affil- 
iated with Jefferson-Hillman Hospital in 
Birmingham. Dr. William Wesley Doug- 
las is currently serving in the United 
States Air Force Medical Corps with the 
rank of First Lieutenant. Dr. Gilbert F. 
Douglas Jr. is Assistant Professor of Medi- 
cine in the Department of Medicine of the 
Medical College of Alabama. 


Talented Daughters 


Sarah Frances Douglas qualified initi- 
ally for a Bachelor’s Degree in Arts and 
a Bachelor’s Degree in Science at Birming- 
ham Southern College. She later earned 
the degree of Master of Sciences from the 
University of Alabama, after which she 
did postgraduate work in the Duke Uni- 
versity School of Medicine and then com- 
pleted the requirements for her degree in 
Medical Technology at the Medical College 
of Alabama. She is currently in charge of 
the laboratory of the Douglas Clinic, 
headed by her father. 

Lillian Miriam Douglas, another daugh- 
ter, worked for her degree of Master of 
Sciences in the field of chemistry at Emory 
University in Atlanta, Georgia. She later 
taught at Armstrong Junior College in 
Savannah, Georgia, and then at Pennsyl- 
vania State University, where she met her 
husband, Dr. Berg, a geophysicist. Dr. 
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Berg is a professor at the University of 
Tulsa in Tulsa, Oklahoma. Mrs. Berg com- 
pleted her college studies magna cum laude 
and was awarded the coveted Phi Beta 
{appa key for her outstanding scholastic 
.chievements. 

In the Douglas family, science and mu- 
die are inextricably intertwined. Dr. 
yeorge, for example, married Mary Eliza- 
seth Shields who had a degree of Bachelor 
of Sciences in the field of Music Educa- 
tion. Dr. William Wesley Douglas has the 
reputation of being one of the finest tenor 
church soloists in the City of Birmingham. 
And Sarah Frances Douglas, in addition 
to her meticulous attention to laboratory 
details, has found the energy and interest 
to develop into an accomplished pianist 
and accompanist and enjoys singing in the 
choir of the First Methodist Church of 
Birmingham. 

Dr. and Mrs. George C. Douglas have 
three children, and Dr. Gilbert F. Douglas 
Jr. and his wife, the former Sarah Phil- 
lips, have four. 


For More Meaningful Life 


The entire Douglas family has carved a 
niche for itself in American life, not 
merely through their work in medicine 
and music. Together they are actively 
crusading for a better way of life by work- 
ing to prevent addiction’ to alcohol and 
narcotics. Dr, Gilbert Sr. recently made 
a public statement expressing his convic- 
tion that addiction to either alcohol or to- 
bacco has a deleterious effect on mental 
and physical well-being. He suggested 
that one might stave off the formation of 
bad habits by considering what effect they 
would have on oneself, one’s family and 
offspring and the public in general. Dr. 
George, discussing the use of alcohol, for- 
mulated an axiom on the subject to guide 
the conduct of young people. He wrote: 


“If our lives are to be meaningful in 
‘the great scheme of things’ and are to be 
raised above the drab, sordid, animal 
realm, then we have to seek higher levels 
of thinking, acting and living than ani- 
mals. We must cut off those habits and 
activities which do not give a positive 
force to our lives. We must live life 
through doing things which are definitely 
good instead of doing things which are 
just ‘not too bad.’ For, if the best that 
can be said about our actions is that 
‘they’re not too bad,’ then they’re likewise 
‘not too good’! and are not worthy of our 
time or talents.’’* 


The Douglas family, in its work and in 
its spiritual pursuits, represents all that is 
finest in the traditional American way of 
life, and more. For the Douglas family 
also represents a distinct departure from 
the obsolete tradition that made so many 
Americans isolationists in their thinking. 
The Douglas family, dedicated to two bar- 
rier-free international languages—science 
and music—have expressed their belief in 
the brotherhood of man and the universal- 
ity of knowledge in yet another way. Dr. 
Gilbert F. Douglas Sr. has been a dedi- 
cated member of the International College 
of Surgeons from its very inception. He is 
Chairman of the Board of Regents and a 
Member of the Board of Trustees of the 
United States Section of the College. The 
records show that Dr. Douglas has not 
missed a single meeting of the Interna- 
tional College since he was elected a Fel- 
low. But even more, Dr. Douglas’ contri- 
bution to the growth and enrichment of 
the organization has been profound, for 
he upholds the ideals of the College in his 
day-to-day work and plays an important 
part in attracting interest to the work of 
the College in whatever he undertakes. 


*Listen, 8:8-9, December, 1955. 


The true test of civilization is, not the census, nor the size of cities, nor the 
crops—no, but the kind of man the country turns out. 


—Ralph Waldo Emerson 
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The Continental Clinical Cruise 
| of the 
International College of Surgeons 


The European Clinic Days of the Inter- 
national College of Surgeons will afford 
members in the profession as well as 
their families an opportunity not only of 
seeing interesting parts of Europe and of 
relaxing from everyday routine but of 
visiting the best known surgical centers 
of Paris, Nantes, Berne, Rome and Vienna 
under the direction of eminent Fellows of 
the International College of Surgeons. 
The schedule of the continental tour has 
been so organized as to allow ample time 
for an excellent itinerary and postgradu- 
ate studies. Participants are free, more- 
over, to select or to rearrange their itin- 
eraries to suit their own interests. 


By Sea or by Air 


Travel arrangements may be made 
either by air or by sea. Departure by air 
will be from New York on a Pan Ameri- 
can Clipper, leaving on May 6 for Paris 
and returning on June 7 by way of Lon- 
don. Departure by sea will be from New 
York Harbor on May 2 on the R.MS. 
Queen Elizabeth for Cherbourg, and the 
return will be on the same vessel from 
Southampton by way of boat-train from 
London. 

Clinic Day in Paris 


The Clinic Day at Paris is on May 10, 
allowing ample time for air and sea trav- 
elers to enjoy the warm architectural 
beauty of the queen of European cities. 
An excursion to Versailles, the prerevolu- 
tionary seat of the French Court, has also 
been arranged. An overnight tour along 
the Loire River will afford travelers an 
enchanting interlude in the fairy-tale land 
of some of Europe’s most beautiful cha- 
teaus, dating back to the Renaissance. 
This tour will give its participants a 
chance to see the terraced river banks and 
the turreted battlements of the Cham- 
bord, Blois, Amboise and Chenonceaux. 
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See the French countryside .. . 


Since the Italian Section of the Inter- 
national College of Surgeons and the Ital- 
ian Society of Thoracic Surgery are con- 
vening for their joint annual congress on 
May 11-14 on the Island of Ischia, one 
might at the same time fulfill the age-old 
admonition to see Naples before death in- 
tervenes, for Ischia is outside the Bay of 
Naples. Near at hand are the ancient city 
of Pompeii, the romantic Isle of Capri and 
Sorrento, which only reluctantly permits 
its visitors to depart. You may even learn 
how it happened that Vesuvius has been 
able, for 2,000 years, to steal the thunder 
from its long-dead neighboring volcano, 
Herculaneum. You may perhaps see how 
Italian craftsmen carve a cameo, polish 
branches of coral or fashion tortoise-shell 
knick-knacks. 

Or should you decide instead to attend 
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the meeting of the French Section of the 
International College of Surgeons at 
Nantes, on May 13-16, you will have the 
awesome experience of hearing the echo 
of your own footfall resounding within 
the magnificent castle-fortress of the 
Dukes of Brittany, for it is there that the 
meetings will be held. Or from its very 
stones, you may read the history of this 
famous Maritime city at the mouth of the 
Loire that traces back its fabulous birth 
to the Middle Ages. 


Clinic Day in Berne 


The next scheduled surgical meeting 
being at Berne, you would head for the 
capital of Switzerland, one of Europe’s 
best preserved medieval cities. And there 
you would stroll through its arcaded 
streets, past its colorful fountains, and 
peer up at its world-renowned clock tower. 
A vertiginous train ride along a railroad 
built in the sky is also in the offing. This 
has been arranged to give surgeons and 
their families an eagle’s-eye view of the 
majestic Jungfrau, of which Mrs. André 
Nicolet wrote for the February issue of 
this Bulletin. 


The Po and the Riviera 


Another train trip would provide a view 
of a panorama of magnificent Swiss 
scenes, breath-taking landscapes of the 
Italian Alps and the soothing rustic ver- 
dure of the Po Valley en route to the Gulf 
of Genoa. There a visit has been arranged 
to Rapallo, the jewel of the Italian Rivi- 
era, and sufficient time has been allowed 
for short side-trips to nearby Santa Mar- 
gherita Ligure and Portofino Harbor. 


All Roads Lead to Rome 


And like all roads, that taken by the 
surgeon and his family will eventually 
lead to Rome. And each member of each 
party can himself have the thrill of toss- 
ing his own three coins into the Trevi 
Fountain. What can one say of the sights 
of Rome that has not been said better be- 
fore? Merely add that it would be folly 
to miss it? And with it the May 23 clin- 
ical meeting of the International College 
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Or the Italian countryside .. . 


of Surgeons? The itinerary will then pro- 
ceed through the sunny Tuscan hills into 
Florence, where Michelangelo’s most bril- 
liant sculptural and architectural achieve- 
ments may be viewed. Here also are the 
Medici chapels, Giotto’s tower and the 
hallmark of Florence—the Ponte Vecchio. 


Fabulous Venice 


Then on to Venice — the never-never 
land that seems to have emerged from the 
very foam of the sea. Venice, with its 
watery streets, its gliding gondolas and 
tramcars that plow through the waves. 
This is the one place in the world where 
the paddler would do wrong not to stand 
up in his graceful “canoe” and where the 
passenger would feel slighted if his taxi 
driver (the gondolier) failed to serenade 
him. 

Clinic Day in Vienna 

Finally, the International College of 
Surgeons will beckon you to Vienna for 
the last scheduled clinical meeting of the 
tour. To Vienna, the birthplace of the 
waltz, the home of the world’s surgical 
luminaries and to the banks of the Danube 
which turned blue but once in its history, 
and then only for the eyes of Strauss. 
Here you will see Schénbrunn Castle, 
whence pulsed the actions of the Hapsburg 
dynasty. It was from the walls of Schén- 
brunn Castle that a peasant woman 
scraped the earliest “penicillin,” we are 
told, for Billroth to use in a baffling case. 
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There will be opportunities to make side 
trips to the Vienna Woods or, if you pre- 
fer, to Semmering. 


Or a quiet English village. 
© Pan American World Airways 


A day will pass swiftly in seeing Frank- 
fort, restored since the end of World War 
II. Then a steamer will carry you up the 
Rhine River, past the terraced vineyards 
and the ancient castles along its banks and 
on to Koblenz, where the Rheingold Ex- 
press will be waiting to take you through 
the Lowlands, across the choppy waters of 
the English Channel toward the chalky 
cliffs and on into London. 


Shakespeare’s Land 


After seeing many of the places that 
are as familiar as home through one’s 
reading, if not through past acquaintance, 
you will enter Shakespeare’s haunts, see 
Oxford University, visit Stratford-on- 
Avon and feel strange stirrings of un- 
reality when you reach the cozy-looking 
cottage of Anne Hathaway in Shottery. 

The itinerary of the Continental Clinical 
Cruise of the International College of Sur- 
geons holds promise of providing an en- 
riching visit to a part of the world from 
which so much of Western culture stems. 
The cruise has been planned with the view 
of affording surgeons an opportunity to 
learn from and to gain acquaintance with 
each other. 


We are not such pygmies as we sometimes think. I believe we are actually giants, 
with potentialities far greater than we perceive. We use less than 10 per cent of our 
powers, we are told. Why not try to release another small percentage at least? 
Even one per cent of what we have would be 10 per cent added to what we use, 
and 10 per cent is a large margin of profit in any enterprise. 


—Gardner Hunting 
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“SECTION NEWS 


United States 
The President’s Message 


Last month, the 
plans for several 
forthcoming re- 
gional meetings of 
the United States 
Section of the In- 
ternational College 
—the Southeastern 
meeting at Chatta- 
nooga, the Great 
Lakes meeting at 
Madison and the 

Mid-Atlantic meet- 
ing at White Sul- 
President, U. S. Section phur Springs— 
were discussed at considerable length on 
this page. By the time this issue of the 
Bulletin has reached you, the Southeastern 
Regional Meeting in West Virginia will 
already have been held. This meeting, un- 
der the able direction of Dr, Elbyrne Gill, 
Regent for Virginia, by all accounts that 
have been received by press time for the 
March issue, was a most successful meet- 
ing. The February issue of the Bulletin 
listed the papers that were to be read. Dr. 
Gill, as is known, heads the staff of Gill 
Memorial Eye, Ear and Throat Hospital 
at Roanoke, Virginia. I have been espe- 
cially impressed not only with his profes- 
sional ability and his kind personality, but 
with the keen interest he has displayed in 
fostering the interests of the International 
College of Surgeons in the Mid-Atlantic 
area of the United States. He is an old ac- 
quaintance and friend of Dr. Ross T. 
McIntire. Together, they teamed up with 
a fine committee of surgeons who, with 
their wives, worked hard to arrange this 
meeting. Participants convened in the 
gracious setting of the beautiful Green- 
brier Hotel for a well arranged program 
combining scientific contributions with 
recreation and entertainment, after the 
pattern set so successfully by Dr. M. Leo- 
pold Brodny at Cape Cod. 


Dr. William G, Stephenson, member of 
the Board of Regents of the United States 
Section for the State of Tennessee, has 
announced the completion of the program 
for the Southeastern Regional Meeting to 
be held in Chattanooga. [Ed.—The prelim- 
inary program for this meeting was pub- 
lished in the February issue of the Bulle- 
tin.] Dr. Stephenson, as I mentioned last 
month, is noted for his ability to secure 
excellent speakers for any medical meet- 
ing he helps to plan, and it is this knack 
of his that invariably attracts such an ex- 
cellent attendance at those meetings. 
Among the speakers who will appear at 
the April 30 and May 1 sessions of the 
meeting at Chattanooga are Drs. Curtice 
Rosser, Dallas, Texas; Eugene L. Jewett, 
Orlando, Florida; Eugene Lowenberg, 
Norfolk, Virginia; Karl Morgan Lippert, 
Columbia, South Carolina; Neal Owens, 
New Orleans, Louisiana; Moses Behrend, 
Philadelphia, Pennsylvania; Ciaude J. 
Hunt, Kansas City, Missouri, and Lloyd J. 
Netto, Palm Beach, Florida. 

Then there is the Great Lakes Regional 
Meeting, which I have been planning, at 
Madison, Wisconsin, on April 26-28. The 
response I have received from members 
of the College in all parts of the country 
has been most gratifying. So many have 
offered to help make the meeting a success, 
The tentative program for this meeting 
also appeared in the February Bulletin. 
Any changes in program that have been 
made since that time will appear elsewhere 
in this Bulletin. This is a meeting which 
I am sure every member of the College 
will wish to attend. . 

I would like to stress again the particu- 
lar beauty of Madison in the Spring, for 
this in itself is a good reason to attend. 
Many members have already sent word 
that they intend to drive to Madison and 
to bring their wives with them. I might 
mention, in this connection, that a special 
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program has been arranged for the ladies. 
A luncheon and a fashion show at Madi- 
son’s leading department store—Manches- 
ter’s—is part of that program. 

The eight panel discussions included in 
the scientific program have been so ar- 
ranged as to bring together outstanding 
representatives in various fieids of sur- 
gery, to cover the most important prob- 
lems with which the surgeon is confronted 
in his day-to-day work. An impressive 
number of specialists has also been in- 
vited to speak on topics related to their 
own work, and it is believed that these 
papers will prove not only interesting but 
of great value to the general surgeon. 

In line with the policy of the Interna- 


tional College to foster and encourage the 
development of younger members of 
the profession, several of the upcoming 
younger surgeons from the various Mid- 
western States have been invited to par- 
ticipate in the program. 

As my term of office draws to its close, 
I can look back on the past two years with 
a great feeling of satisfaction in, and ap- 
preciation for, the time, talent and inter- 
est that the members have contributed to 
further the work of the College. I sincere- 
ly hope that as many as possible will come 
to Madison with their wives and thereby 
make my birthday—on the opening date 
of the meeting—one of the most memor- 
able occasions of my life. 


Great Lakes Regional Meeting 


The preliminary program of the Great 
Lakes Regional Meeting—scheduled to 
convene at the Loraine Hotel, Madison, 
Wisconsin, April 26-28, 1956—was pub- 
lished in full in the February Bulletin. 
There have been no changes in the time- 


table nor in those parts of the program 
not directly concerned with the scientific 


sessions. Most of the panels, however, 
have been augmented; some changes have 
been made in topics of individual papers 
and the like. This part of the program, as 
revised, is therefore repeated. 

The Madison meeting, over which Dr. 
Arnold S. Jackson, F.A.C.S., F.IL.CS., 
D.A.B., is to preside, will begin at 3 p.m., 
April 26, with registration at the Loraine 
Hotel. A social hour and dinner will take 
place there at 7 in the Crystal Ballroom, 
and all participants and their wives are 
cordially invited. Scientific sessions on the 
other two days will begin at 8:30 a.m. The 
registration desk will be open for a half 
hour before the Friday session for those 
unable to reach Madison Thursday eve- 
ning. The final session will adjourn at 3 
p.m. Saturday to allow time for an hour’s 
tour of the city and of the campus of the 
University of Wisconsin. The schedule has 
been planned with ample time for all par- 
ticipants to reach trains leaving the city 
Saturday afternoon. 


Revised Scientific Program 


Panel: The Acute Surgical Abdomen 


Moderator, Russell M. Kurten, 
F.A.C.S., F.1.C.S., D.A.B., with 

J. Duane Miller, M.D., F.A.C.S., F.I.C.S., 
D.A.B. 

Dexter H. Witte, M.D., F.A.C.S., F.1.C.S. 

Luther E. Holmgren, M.D., F.A.CS., 
F.1.C.S. 

Eugene E. Eckstam, M.D., F.A.CS., 
F.LC.S. 

Arkell M. Vaughn, 
F.I.C.8. 


James R. Hoon, M.D., F.A.C.S., F.I.C.S. 


Pancreatic Tumors 


Clarence E. Moore, 
F.LC.S. 


Panel: Gastrointestinal Hemorrhage 


Moderator, Peter A. Rosi, M.D., F.A.CS., 
F.1.C.S., D.A.B., with 

Frank E. Ciancimino, M.D., F.I.C.S. 

Everett Coleman, M.D., F.A.C.S., F.I.C.S. 

Harry Oberhelman, M.D., F.A.CS., 
F.I.C.S., D.A.B. 

Manuel E. Lichtenstein, M.D., F.A.CS., 
F.1.C.S., D.A.B. 


Panel: Biliary Surgery 


Moderator, Ralph R. Coffey, F.A.C.S., 
F.LC.S., with 

Paul F. Doege, M.D., F.A.C.S., F.I.C.S. 

Frank E. Ciancimino, M.D., F.I.C.S. 


M.D., 


M.D., F.A.CS., 


M.D., F.A.CS., 


me 


Victor F. Marshall, M.D., F.A.C.S., 
F.I.C.S8. 

Walter C. Bornemeier, M.D., F.A.CS., 
F.1.C.S. 

Harold R. Fehland, M.D., F.A.CS., 
F.I.C.S., D.A.B. 

John R. Steeper, M.D., F.A.C.S., F.I.C.S. 


Surgical Treatment of Breast Carcinoma 


Louis P. River, M.D., F.A.CS., F.I.C.S. 


Panel: Problems of Thyroid Surgery 


Moderator, Arnold S. Jackson, M.D., 
F.A.C.S., F.I.C.S., D.A.B., with 

Max M. Simon, M.D., F.A.C.S., F.I.C.S. 

Lindon Seed, M.D., F.I.C.S., D.A.B. 

Dexter H. Witte, M.D., F.A.C.S., F.I.C.S. 

Jerry W. McRoberts, M.D., F.A.CS., 
F.LCS. 


Panel: Problems in Herniorrhaphy 


Moderators, Raymond W. McNealy, 
M.D., F.A.CS., °F.LC.S., D.A.B., and 

Clarence E. Moore, M.D., F.A.CS., 
F.I.C.S., with 

Chester C. Guy, M.D., F.A.C.S., F.I.CS., 
D.A.B. 

Jerry W. McRoberts, M.D., F.A.CS., 
F.1.CS. 

Arkell M. Vaughn, M.D., F.A.CS., 
F.LC.S. 

Louis T. Palumbo, M.D., F.A.CS., 
F.1.C.S., D.A.B. 

Manuel E. Lichtenstein, M.D., F.A.CS., 
F.I.C.S., D.A.B. - 

Leo M. Zimmerman, M.D., F.A.CSS., 
F.LCS. 


Proctologic Problems in Gynecologic 
Patients 


Gilbert F. Douglas Sr., M.D., F.A.CS., 
F.I.C.S., D.A.B. 


Panel: Problems in Surgery of the Colon 


Moderator, Harry E. Bacon, M.D., 
F.A.C.S., F.1.C.S., D.A.B., with 

Curtice Rosser, M.D., F.A.C.S., F.I.CS., 
D.A.B. 

Peter A. Rosi, M.D., F.A.C.S., F.I.C.S., 
D.A.B. 

Frederick B. Campbell, M.D., F.A.C.S., 
F.1.C.S., D.A.B. 

Louis T. Palumbo, M.D., F.A.CS., 
F.LC.S., D.A.B. 

Louis E. Moon, M.D., F.A.C.S., F.I.C.S., 
D.A.B. 


Planning Incisions for Breast Surgery 
Ralph R. Coffey, M.D., F.A.CS., F.L.C.S. 


The Use of Tantalum Mesh in 

Herniorrhaphy 

Chester C. Guy, M.D., F.A.C.S., F.I.C.S., 
D.A.B. 


Ulcerative Colitis 


Harry E. Bacon, M.D., F.A.C.S., F.I.C.S., 
D.A.B. 


Panel: Renal Lithiasis 


Moderator, Gershom J. Thompson, M.D., 
F.A.C.S., F.I.C.S. (Hon.), D.A.B., with 

George H. Ewell, M.D., F.A.€.S., F.I.C.S. 

Walter M. Kearns, F.A.CS., 
F.I.C.S., D.A.B. 

Harry E. Kasten, M.D., F.A.C.S., F.I1.C.S. 

David A. Culp, M.D., F.A.C.S. 

Dr. M. Leopold Brodny, M.D., F.A.C.S., 
F.I.C.S. 


Panel: Gastroduodenal Ulcer 


Moderator, Karl A. Meyer, M.D.., 
F.A.C.S., F.1.C.S. (Hon.), D.A.B., with 

Harry Oberhelman, M.D., F.A.CS., 
F.I.C.S., D.A.B. 

Louis P. River, M.D., F.A.CS., F.LCS., 
D.A.B. 

Earl J. Halligan, M.D., F.A.C.S., F.I.C.S. 

Walter C. Bornemeier, M.D., F.A.C.S., 
F.1.CS. 

Clarence E. Moore, M.D., F.A.CS., 
F.I.C.S. 

Max M. Simon, M.D., F.A.C.S., F.I.C.S. 

Ralph R. Coffey, M.D., F.A.C.S., F.I.C.S. 


Management of Patients with Diverticular 
Disease 


Curtice Rosser, M.D., F.A.C.S., F.LCS., 
D.A.B. 


Panel: The Management of Hip Fracture 


Hon. Chmn., Henry W. Meyerding, M.D., 
F.A.CS., F.1.C.S., D.A.B., and 

Moderator, Edward L. Compere, M.D., 
F.A.C.S., F.I.C.S. (Hon.), D.A.B., with 

Carlo S. Scuderi, M.D., F.I.C.S., D.A.B. 

Frederick J. Krueger, M.D., F.A.CS., 
F.1.CS. 

H. Lewis Greene, M.D., F.A.C.S., F.I.C.S. 

Howard W. Mahaffey, M.D. 

Arthur Steindler, M.D., F.A.C.S., F.1.C.S. 
(Hon.) 

James E. Segraves, M.D., F.I.C.S. 

George J. Garceau, M.D., F.I.C.S., D.A.B. 


The Primary Repair of Traumatic Injuries 
of the Face 


A. Neal Owens, M.D., F.A.CS., F.LCS., 
D.A.B. 
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Surgical Treatment of Trigeminal 
Neuralgia 

Collin S. MacCarty, M.D., F.A.C.S., 
» 


Indications for Prostatic Resection 
Gershom J. Thompson, M.D., F.A.CS., 
F.LC.S. (Hon.), D.A.B. 


Intestinovesical Fistula 
George H. Ewell, M.D., F.A.CS., F.L.CS. 


Plastic Surgical Repair of Urethral 
Stricture 
David A. Culp, M.D., F.A.C.S. 
Surgical Treatment of Hepatitis 
Alfred <A. Strauss, M.D., F.A.CS., 
F.LC.S. 


Texas Chapter Meeting 


A one-day meeting of the Texas Chap- 
ter of the International College of Sur- 
geons convened on March 3, at the Plaza 
Hotel in San Antonio. The scientific pro- 
gram was divided into two two-hour ses- 
sions—one in the morning and the other 
in the afternoon. Dr. Philip S. Kline, 
F.A.C.S., F.1.C.S., presided over the first 
session and Dr. I. Clifton Skinner, F.I.C.S., 
over the second. Participants were wel- 
comed by Dr. Dudley Jackson, F.A.C.S., 
F.1L.C.S. 

At this meeting papers were read by 
Dr. Curtice Rosser, F.A.C.S., F.I.C.S., 
President-Elect of the United States Sec- 
tion of the College and Professor and Head 
of the Division of Proctology of South- 
western Medical School, on multiple poly- 
posis; Col. John W. Simpson, Chief of Ob- 
stetrics and Gynecology at Brooke Army 
Hospital and Consultant in Obstetrics and 
Gynecology to the Surgeon General of the 
United States, on uterine bleeding; Dr. 


Joseph W. Goldzieher, Senior Staff Mem- 


ber at Southwest Research Institute in - 


Research and Education, on the use and 
abuse of sex hormones; Dr. Ross T. McIn- 
tire, F.A.C.S., F.I.C.S., Executive Director 
of the International College of Surgeons, 
on blood, blood substitutes and plasma ex- 
panders; Dr. Joseph W. Goldzieher (men- 
tioned earlier), on the different cortisones 
and their uses, and Lt. Col. Curtis P. Artz, 
F.A.C.S., Director of the Surgical Re- 
search Unit and Chief of Research Serv- 
ices at Brooke Army Hospital and Chief 
of the Surgical Research Division of the 
Army Medical Service School, on the mod- 
ern treatment of burns. Both scientific 
sessions were followed by a question-and- 
answer period. 

Dr. C. W. Tennison, F.A.C.S., F.I.C.S., 
presided over the luncheon meeting, at 
which Drs. Curtice Rosser and Ross T. 
McIntire spoke. 


Southeastern Regional Meeting 


The attention of the membership of the 
United States Section of the International 
College of Surgeons is called once again 
to the forthcoming Southeastern Regional 
Meeting, which is to be held in Chatta- 
nooga, Tennessee, on April 30 and May 1, 
1956. All sessions will convene at Read 
House on Ninth and Broad streets in Chat- 
tanooga. Persons interested in attending 
are to write directly to Read House for 
their hotel reservations. A cordial invi- 
tation has .been extended to everyone in- 
terested, whether a member of the Inter- 
national College or not. 

Luncheon meetings have been arranged 
for both days, and a social hour and ban- 


quet have been organized for Monday 
evening, April 30. The ladies have been 
invited to attend the banquet. In addi- 
tion, the Woman’s Auxiliary Committee 
has arranged a ladies’ luncheon on Mon- 
day at noon, as wellas a special tour of the 
City of Chattanooga, beginning at 9 a.m. 
on May 1. 

The preliminary program of the activi- 
ties of this meeting was published in the 
February issue of the Bulletin. The final 
program, which has since reached the 
Editorial Office, appears to have no 
changes. We would like to apologize to 
Dr, Lloyd J, Netto, F.LC.S., of West Palm 
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Beach, Florida, for the typographical er- 
ror that appdared in his name. Dr. Netto 
will preside at one of the sessions of the 
meeting and will present a paper on prob- 


The Indiana Chapter of the United 
States Section of the International Col- 
lege of Surgeons has announced its Annual 
Regent’s Meeting, to be held on March 21, 
1956. The meeting will convene in the 
Clinic Building Auditorium at the Indiana 
University Medical Center in Indianapolis, 
where the registration desk will open at 
9:30 a.m. Both the morning and after- 
noon sessions will be held at the Medical 
Center. The evening session will be in the 
Riley Room of the Claypool Hotel, after 
the social hour, or the Mezzanine, which 
begins at 6:30 p.m. The banquet for guests 
and their wives will begin at 7 p.m. Dr. 
Dwight H. Murray of Napa, California, 
President-Elect of the American Medical 
Association, will deliver the after-dinner 
address. For those interested in attend- 
ing, the person to contact for reservations 
is Dr. Simon Reisler at 39 East Ohio, In- 
dianapolis, Indiana. A cordial invitation 
has been extended to everyone interested, 
whether a member or not. ; 

The scientific program, beginning at 10 
a.m. and ending at noon, will be devoted 


The Sixth Congress of the Austrian 
Section of the International College of 
Surgeons convened in the lecture hall of 
the First Surgical Clinic of the University 
of Vienna on Oct. 22 and 23, 1955, under 
the chairmanship of Prof. Dr. Leopold 
Schénbauer, F.I.C.S., President of the 
Section and Member of the Board of Trus- 


e Prof. Dr. Leopold Schénbauer, F.I.C.S. 
(Vienna), reviewed the history of gastric 
surgery, to which Vienna has contributed 
so substantially ever since Billroth’s pio- 
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lem cases at another session. Otherwise, 
the program of the Southeastern Regional 
Meeting stands as published in the Feb- 
ruary issue of this Bulletin. 


to surgical clinics of general interest, ar- 
ranged by Dr. George J. Garceau, F.I.C.S., 
D.A.B., I.C.S. Regent for the State of In- 
diana and Professor and Head of the 
Orthopedics Department of the Indiana 
University. After a luncheon intermis- 
sion, during which participants will gather 
at the Union Building Cafeteria, there will 
be a film forum, arranged by Dr. Paul 
McGuff, F.I.C.S. The welcoming address, 
presented by Dr. John D. Van Nuys, Dean 
of the Indiana University Medical School, 
will follow. Dr. John de J. Pemberton, 
M.S., LL.D., F.A.C.S., Professor of Sur- 
gery at the Mayo Foundation and Surgeon 
at the Mayo Clinic, will read a paper en- 
titled “Nodules of the Thyroid Gland: 
Their Significance and Management.” Dr. 
Alfred Whittaker of Detroit has chosen 
as his topic, “Treatment of Seriously In- 
jured Patients.” Dr. Chester C. Guy, 
F.A.C.S., F.I.C.S., D.A.B., of the Univer- 
sity of Illinois will speak on the surgical 
treatment of duodenal ulcer. Discussion of 
all papers read during the scientific pro- 
gram will follow. 


tees. The honorary chairmanship was con- 
ferred upon the late Prof. Dr. Hans 
Finsterer, who was prevented by illness 
from attending the meeting. 

The principal themes of the congress 
were gastric and duodenal ulcers and 
blood replacement. Several papers on 
other subjects were also read. 


neering resection performed on Jan. 29, 
1881. 

e Prof. H. Hayek (Vienna) discussed 
the anatomy of both the stomach and the 
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duodenum, with a particularly interesting 
exposition of the relation of the duodenum 
te the pancreas and of the. anomalies of 
the left gastric artery. 

e Prof. F. Seelich (Vienna) gave a bio- 
chemical account of gastric and duodenal 
ferments and their significance in the 
genesis of ulcers, pointing out that the 
lysozyme titer of the ulcer patient is twice 
that of the healthy person and that it is 
reduced after vagotomy by an average of 
44 per cent. 

e Prof. G. Holler (Vienna) talked of 
the vegetative imbalance in the patho- 
genesis of duodenal ulcer, dealing with the 
relation of vagal and sympathetic neural 
disease to gastric ulceration. Localization 
of the disease is possible by tracing the 
neural pathway from the diencephalon to 
the sense organ, as in cases of encephalitis, 
cerebral hemorrhage and tumor. 

e Dr. K. Huber (Vienna) discussed the 
relation between cerebral tumor and gas- 
tric ulcer. 

e Dr. I. Zeitlhofer (Vienna), summar- 
izing 500 reported cases of duodenal ulcer, 
spoke about its clinical, histopathologic 
and anatomic aspects. 

e Docent Dr. O. Bsteh, F.I.C.S. (Mistel- 
bach), reviewing the surgical indications 
gleaned from the general observation of 
gastric and duodenal ulcers, weighed the 
absolute against the relative surgical in- 
dications. 

e Prof. Dr. F. Spath, F.I.C.S. (Graz), 
dealing with corrective operative technics 
other than the Billroth I end-to-end gas- 
troduodenostomy, reported that the modi- 
fied Billroth I terminolateral resection 
was being chosen almost routinely to limit 
the number of Billroth II operations, 
which require stringent adherence to diet 
and cause weight loss, cramps and the 
dumping syndrome. Of 549 patients 
treated by the Billroth I technic, termino- 
lateral anastomosis was performed on 190. 
Of the 507 followed up, those treated by 
the Billroth I resection had excellent post- 
operative function, with particularly grat- 
ifying results among those on whom the 
modified operation was performed. 
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e Dr. R. Pape (Vienna) reviewed the 
roentgenographic deviations noted in the 
localization, course and origin of ulcers. 

e Dr. L. Diethelm (Kiel), in reading a 
paper on the spread of bronchial carci- 
noma to the esophagus, traced the spread 
of the disease to one of two routes: by way 
of the mediastinal lymph nodes or by di- 
rect penetration of the pleural cavity, 
whereby it comes into contact with the 
esophagus. 

e Dr. N. Meadoff, F.I.C.S. (Bakersfield, 
California), contributed to a broader un- 
derstanding of coccidiomycosis, which is 
practically unknown and therefore inter- 
esting to Central European doctors. 

e Prof. Dr. H. Briicke, F.I.C.S. (Miirz- 
zuschlag), underscored the advantages of 
the transverse incision as an approach to 
the stomach and duodenum. 

e Dr. R. Rauhs (Vienna) dealt with 
gastroduodenal ulcers in children. 


e Prof. Dr. P. Huber, F.I.C.S. (Vi- 
enna), speaking on lessons derived from 
secondary corrective operations on gastric 
and duodenal ulcers, based his conclusions 
on an analysis of 48 such operations and 
reevaluated his earlier views on the disad- 
vantages of ulcer surgery as expressed in 
his book, Schattenseiten der Ulkuschirur- 
gie. Among the 48 surgical cases studied, 
the operations in 16 were secondary re- 
sections after suture of perforations; 11 
were necessitated after a Billroth II re- 
section by an astonishingly high incidence 
of carcinoma of the gastric stump (8 
cases) and by suspected jejunal peptic 
ulcer. In 3 cases, anastomosed ulcers were 
found after Billroth I resection and in 2 
after resection for their extirpation. Cor- 
rective operations were aimed at results 
comparable to those following a Billroth 
II resection, except that the carcinoma- 
tous gastric stump usually called for total 
gastrectomy. Vagotomy was reserved for 
recurrent ulcers after Billroth II resection 
and for the relief of intractable pain aris- 
ing from inoperable carcinoma. Residual 
antral glomus is simultaneously extir- 
pated in the elimination of the peptic je- 
junal ulcer. The sole death recorded in 
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this series resulted from extirpation of a 
carcinomatous gastric stump, via the 
abdominothoracic route, and simultaneous 
resection of the colon, the spleen and the 
pancreatic tail. 

e Dr. R. Boller (Vienna), reviewing 
postoperative gastric difficulties, reported 
that they occur in one-third of the pa- 
tients operated on within one year of the 
appearance of ulcer symptoms. The re- 
sults after operative treatment of ulcers 
of longer standing are much better. Post- 
operative treatment consists of gastric 
irrigation and acetylcholine therapy. 
Decholin successfully controls the dump- 
ing syndrome as do “ersatz” therapy and 
meticulous adherence to a restricted diet, 
with a plentiful intake of proteins. 

e Dr. H. Berger (Innsbruck) discussed 
the surgical treatment of borderline gas- 
troduodenal ulcers. Finsterer’s technic, 
with removal of the pylorus, is highly sat- 
isfactory in the treatment of the deep- 
seated duodenal ulcer. Ulcers near the 
cardia, where radical resection, either 
subtotal or “staircase,” is not feasible. 
Such tumors are extremely rare, but both 
Maurer and Finsterer achieved satisfac- 
tory results by use of the Kelling-Madlener 
technic. Neither cardial resection nor gas- 
trectomy was suitable therapy for ulcers. 
Kux’s endoscopic vagosympathectomy 
usually relieves symptoms arising from 
unstenosed duodenal ulcers, but does not 
necessarily result in a permanent organic 
cure. 


e Prof. Dr. A. Winkelbauer, F.I.C.S. 
(Klagenfurt), reported on the experience 
of his department with the use of funda- 
mental total gastrectomy in 312 cases of 
gastric carcinoma; 58.97 per cent were 
radical operations. 

e Prof. Dr. Felix Mandl, F.I.C.S. (Hon.) 
(Vienna), summarizing the status of va- 
gotomy in ulcer management, commented 
that vagotomy is currently combined with 
gastroenterostomy or pyloroplastic oper- 
ation for duodenal, but not for gastric, 
ulcer. Its most outstanding advantage is 
the low rate of mortality (for example, 0.9 
per cent of 333 patients who underwent 
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vagotomy between 1947 and 1954). Va- 
gotomy is the choice for the treatment of 
the poor-risk patient or for the manage- 
ment of the difficult-to-reach duodenal 
ulcer. For gastric ulcer, if paraesophag- 
eal, vagotomy and gastroenterostomy 
are combined, as in the case of peptic je- 
junal ulcer, whether gastroenterostomy or 
resection follows or not. Gastric ulcers 
have recently been treated by resection of 
half (instead of two-thirds) of the stom- 
ach, with concurrent vagotomy to elimin- 
ate disorders arising from diminution of 
the stomach and to prevent relapse. Va- 
gotomy and gastroenterostomy combined 
have resulted in a permanent cure rate of 
88.4 per cent in duodenal ulcer operations. 


e Prof. Dr. A. Plenk, F.I.C.S. (Linz), 
analyzing early complications in 1,643 
cases of resection for gastric or duodenal 
ulcer and for ulcer complications from 
1950 to 1955, reported a death rate of 1 
per cent, 0.2 per cent of the deaths result- 
ing from peritonitis. Compared with an 
earlier similar series, reported in 1950, 
this represents a 50 per cent reduction in 
the death rate. 


e Dr. med. H. Hartl, F.I.C.S. (Linz), 
reviewed delayed complications noted 
after the same operation. 

e Dr. P. Kyrle (Vienna), dealing with 
bleeding and perforated gastric and duo- 
denal ulcers, reported that he had lost no 
patients after the suture of perforated 
gastric or diaphragmatic ulcers, but that 
he considered conservative treatment haz- 
ardous for either type except in instances 
of severe illness or profound general 
shock. 


e Prof. Dr. I. J. Knoflach, F.1I.C.S. (Vi- 
enna), indicated a reversal in the choice 
of treatment of reperforated gastric ul- 
cers, from 80 per cent by suture immedi- 
ately after the war to 80 per cent by pri- 
mary resection at present. He advocated 
cautious expansion of the indications for 
primary resection, to diminish the pre- 
vailing 40 to 80 per cent incidence of nec- 
essary reoperations. 

e Prof. Dr. P. Moritsch, F.I.C.S. (Vi- 
enna), compared the nature and incidence 
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of postoperative diarrhea before and after 
the advent of antibiotic therapy. Such in- 
testinal disturbances used to occur in 21 
pér cent of gastric operations but have 
been reduced, with the use of penicillin 
and streptomycin, to 2.6 per cent. The 
chief difference is that today catarrhal 
enterocolitis is common and becomes dan- 
gerous when exsiccosis is severe, because 
nitrogen levels ultimately rise. This dif- 
ference is characteristic of the era of anti- 
biotics. 

e Dr. G. Hienert (Vienna) reported 
that at the First Surgical Clinic of the 
University of Vienna, under Prof. Dr. L. 
Schoénbauer, 976 of 1,231 ulcer patients 
treated from 1948 to 1953, underwent the 
Billroth II resection with retrocolic anas- 
tomosis (4.5 per cent died); 12, subtotal 
resection of highly situated gastric ulcers 
(1 died), and 2, total resection (no 
deaths). Eliminative resection in 7 cases 
was confined to deep-lying duodenal ulcers. 
Only with favorable indications is primary 
resection the treatment of choice for the 
perforated ulcer; otherwise, simple su- 
ture, with subsequent resection (after at 
least three months) if symptoms persist, 
is the alternative. Major resection, some- 
times combined with vagal resection, was 
the choice in 13 cases of relapse. Of 1,078 
patients operated on for perforated ulcer, 
5.1 per cent died and 90 per cent became 
symptom-free, with full capacity to work. 

e Dr. G. Schmidt (Vienna), citing the 
experience of the Surgical Polyclinic 


headed by Prof. Dr. R. Oppolzer, F.I.C.S., 
related that of 657 patients operated on 
for gastric or duodenal ulcers, 2 were 
treated by the Madlener technic for the 
near-cardial type; 11 by Finsterer’s by- 
passing procedure, and the rest by the 
Billroth II (Reichel-Polya) resection. The 
primary operative mortality rate was 2.9 
per cent. In all, 82 of the patients had 
hemorrhages and perforations. Among 575 
cases of uncomplicated ulcer, only 2.3 per 
cent of the patients died. He expressed 
preference for primary resection in cases 
of perforation, if at all possible; this op- 
eration, performed on 35 of 50 patients, 
caused death in only 2.8 per cent. 

e Prim. Dr. E. Ebner, F.I.C.S. (St. Pél- 
ten), discussing the use of a Berman-type 
prosthesis to bridge thoraéic defects in 2 
patients with esophageal carcinoma, said 
that the prosthetic devices applied were 
respectively 18 cm. and 16 cm. long. In 
both instances there was evidence of pres- 
sure erosion at the upper edge of the tube. 
In 1 this resulted from pressure against 
the thoracic vertebrae; in the other, the 
pressure caused necrosis of the aortic 
wall, culminating in death thirty-four 
days after the operation. The disadvan- 
tage arises from the hardness of the edge 
and the over-all rigidity of the Berman- 
type tube, which accounts for its failure 
to respond to spinal movements. The rigid 
tube, and not the esophageal prosthesis 
per se, has therefore been rejected, pend- 
ing the availability of a more flexible tube. 


Miscellaneous Papers 


e Dr. med. F. Heppner, F.I.C.S. (Graz), 
spoke on anterior cingulectomy, reviewing 
the function of the so-called visceral brain 
and the conceptual antagonism toward 
emotional processes between the convexity 
of the frontal lobes and the anterior cingu- 
late. His discussion was based on experi- 
ence with 17 mentally ill patients in whom 
the anterior cingulate was operated on. 
Of this group, 9 were treated by bilateral 
cingulectomy and the rest by blind mesial 
undercutting of isolated sections of the 
deepest and most medial bundle, via Free- 
man-Watts burr holes. Follow-up for one 


year showed the best results in cases of 
epilepsy, and indicated that the open ap- 
proach excelled all others. 

e Docent Dr. H. Moser, F.I.C.S. (Graz), 
reviewing studies of congenital scoliosis, 
had observed that unilateral disturbance 
of the cranial zone—as seen in experi- 
ments on growth zones in the pig—would 
in itself suffice to retard growth unilater- 
ally, resulting in scoliosis. Corrective 
operations in the growth zone during the 
period of development were easier, he 
said, because the focal point is then more 
precisely circumscribed. 
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e Dr. U. Ritter (Kéln) evaluated the 
use of Ampullenspans, a deep-freeze-dried, 
heterologous cortical substance that has 
undergone sterile reduction in a vacuum 
until it contains less than 1 per cent of 
residual moisture. This preparation, im- 
planted in 245 operations in the past three 


e Docent Dr. P. Fuchsig, F.1.C.S. (Vi- 
enna), reviewed dosages and indications 
for erythrocyte transference. Adverse 
reactions to such transfusions occurred in 
only 0.26 per cent of 777 patients. Circu- 
lation, aplastic and hemolytic anemia, 
plasma hypersensitivity, and indications 
for erythrocyte transfusions (particularly 
secondary anemia without coexistent 
hypoproteinemia) were discussed. Normal 
hematocrit, hemoglobin and erythrocyte 
levels are attainable economically by use 
of an erythrocyte suspension; this saves 
the plasma for other purposes. Throm- 
boses or impending thromboses call for 
thromboelastographic studies; they have 
shown that cell transference, unlike trans- 
fusions of whole blood, only slightly in- 
creases the clotting potential. 

e Drs. H. Bergman and W. Vogl (Linz) 
dealt with the hazards threatening the 
regular blood donor, who provides blood 
for 79.8 per cent of the Austrian blood 
banks at intervals of less than two 
months. Studies of iron levels in 30 such 
donors disclosed in each case a pathologic 
rise in resorption capacity (a sign of 
latent iron deficiency), yet only 33 per 
cent of the group were found to have re- 
duced serum iron levels. Calculations 
proved that iron levels diminished com- 
mensurately (the spending index) with 
each monthly blood donation. Protein dis- 
turbances (electrophoresis) became im- 
portant only on excessive use of the 
donor’s services. At least three months 
should elapse between blood donations 
whenever permanent, regular blood donors 
are the source. Iron should be prescribed 
periodically, as a precautionary measure, 
and the iron and hemoglobin levels should 
be regularly measured. 


Blood Transfusions, Blood Replacement and Related Topics 


years, has been used to treat pseudarthro- 
sis, open fractures, dislocated bones, 
arthrodesis and osseous cysts and defects, 
as well as for plastic operations on the 
skull. Results in forty-six clinics have 
been good, and it is now possible to stock 
preserved bone tissue in needed quantities. 


e Dr. R. Gottlob (Vienna), citing the 
use of intra-arterial transfusions in 17 
cases of severe shock, reported that the 
blood pressure had been temporarily or 
permanently elevated in 7 instances. The 
best results were noted in cases of shock 
following severe hemorrhage. Good re- 
sults were secured also after operations 
for hypertonia that acutely depressed the 
blood pressures. In none of the 17 cases 
had the slightest improvement been noted 
after intravenous transfusions or norepi- 
nephrine therapy. Suture of the radical 
artery prevents later necrosis. _ 

e Dr. H. Reissig] (Innsbruck) spoke on 
the need for an intensive search for ade- 
quate blood substitutes. A way must be 
found to overcome the short life span of 
stored erythrocytes. 

e Docent Dr. O. Novotny, F.I.C.S. (Vi- 
enna), on the basis of 22 cases, discussed 
blood loss in laryngologic operations. The 
loss was approximately 500 cc. in laryn- 
geal extirpations, 400 cc. in glandular re- 
sections of the neck and 350 cc. in sinus 
operations. Maximal loss rarely exceeded 
1,000 cc. Whole-blood replacements hard- 
ly seem necessary, as regular daily checks 
have disclosed no appreciable decrease in 
plasma, protein or hematocrit levels. Col- 
lapse in the course of such an operation 
can be treated by infusion of isotonic solu- 
tions of sodium chloride and dextrose. 
Simultaneous removal of the larynx and 
the glands results in massive blood loss; 
preoperative transfusion of whole blood is 
therefore advisable when such operations 
are contemplated. 

e Primarius Dr. J. Bohler, F.1.C.S. 
(Linz), discussing the treatment of severe 
burns, suggested the use of whole blood 
initially. Despite the relative rise in eryth- 
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rocyte levels, because of increased density 
of the blood, an absolute diminution of 
erythrocyte counts has been recorded. In 
such cases, half of the total material in- 
fused should consist of whole blood and 
half of plasma and physiologic solution of 


electrolytes. High molecular colloidal so- 
lutions are not substitutes for plasma, 
according to Bohler. Intensive intrave- 
nous therapy, however, has considerably 
improved the prognosis in cases involving 
severe burns. 


Brazil 


Eurico Branco 
Ribeiro, the newly 
elected President 
of the Brazilian 
Section of the In- 
ternational College 
of Surgeons, was 
born in Guara- 
puava, State of 
Parana, Brazil, on 
Mar. 29, 1902. He 
is the son of Ar- 
lindo Martins Ri- 
beiro and Herminia 
Saldanha Branco 
Ribeiro. Dr. Bran- 
co Ribeiro mar- 
ried Maria Emilia 
Ferreira Ribeiro, and they have four 
children. 

Dr. Branco Ribeiro was educated in his 
native land and was graduated from the 
Medical School of Sao Paulo in 1927. He 
served as assistant to Prof. Benedito 
Montenegro. Since its founding in 1939, 
Dr. Branco Ribeiro has been Director of 
Sanatério Sao Lucas. He is surgeon of 


Eurico Branco Ribeiro 
M.D., F.I.C.S. 


Caixa de Pensdes e Aposentadoria dos 
Ferrovidrios e Empregados em Servicos 
Publicos at SAo Paulo. He has been Presi- 
dent of the Academia de Medicina de Sao 
Paulo from 1945 to 1955 and is a member 
of the Associacéo Paulista de Medicina. 
He was elected President of the Brazilian 
Section of the Internatiorial College of 
Surgeons and is a member of the Board of 
Trustees of the International College. He 
is a member of the Brazilian College of 
Surgeons, the American College of Sur- 
geons and many other great surgical 
societies. 

Dr. Branco Ribeiro has participated in 
various congresses, both national and in- 
ternational, and has displayed particular 
devotion to the International College of 
Surgeons. The Board of Trustees and the 
officers of the International College of 
Surgeons congratulate Dr. Branco Ribeiro 
for his place at the head of the Brazilian 
Section and feel confident that his co- 
operation and enthusiasm in the work of 
the College will culminate in the desired 
results. 


France 


French Section to Meet at Nantes, 
May 13-16, 1956 

The meeting of the French Section of 
the International College of Surgeons on 
May 13-16, 1956, at Nantes, France, will 
coincide with the dates of The Continental 
Cruise of the International College of 
Surgeons. The headquarters for the Sec- 
tion meeting will be the Casino of la 


Baule. An official reception will be given 
by Dr. duBois, F.I.C.S., Senator and Mayor 
of la Baule, on May 13. The Sunday after- 
noon conference on that date will be 
opened by Dr. Marcel Thalheimer, F.I.C.S., 
Second Vice-President of the French Sec- 
tion, who will speak on burns. There will 
be a forum on the same question, as well 
as several papers. The evening session 


will hear several papers, after which din- 
ner will be served. 

The program for Monday, May 14, calls 
for a visit to the regional hospitals of 
Nantes, where participants will observe 
operations and telecasts of operations. 
After luncheon, the Mayor and the Muni- 
cipality of Nantes have arranged an of- 
ficial reception. The afternoon program, 
from 2 to 6 p.m., will consist of confer- 
ences on the treatment of malignant 
adenopathies of the breast and uterus, 


conducted by Prof. Dr. Andre Ameline, | 


F.I.C.S., President of the French Section 
and Member of the International Board of 


Trustees of the International College of 
Surgeons, and Dr. Robert DeVernejoul, 
F.1.C.S., Professor of Thoracic Surgery at 
the University of Marseille. A forum on 
the same topic has been planned, and 
several papers pertaining to this subject 
are to be read. From 6 p.m. to 8 p.m., 
there is a choice of conferences. At 9 p.m. 
a banquet has been scheduled at the his- 
toric chateau of Nantes. 

Tuesday’s program closely- resembles 
that for Monday and will be followed by a 
banquet at Nantes. On Wednesday, May 
16, the reading of the papers is to be 
completed. 


China 


The most disheartening news that has 
come to the headquarters of the Interna- 
tional College of Surgeons in a long time 
arrived by letter from Taipei, Taiwan. The 
Free China Section of the College an- 
nounced the great loss it had sustained by 
the death of one of its founders, Dr. Tien- 
su Lin, F.I.C.S. Dr. Lin was only forty-two 
years old at the time of his untimely death 
of a heart attack on Dec. 28, 1955. 

Dr. Lin was graduated from the Med- 
ical School of Kyoto Imperial. University 
in Japan in 1939. Upon his graduation, he 
was appointed assistant in the Ear, Nose 
and Throat Department of the University 
Hospital and served in that capacity for 
one year. His next appointment was to an 
instructorship in the Taihoku Imperial 
University Hospital in Taipei. He received 
an appointment as Associate Professor of 
Otolaryngology in the Medical School of 
the National Taiwan University in 1945 
and was later promoted to full professor- 


ship, in which capacity he served until the 
time of his death. Since 1949, Dr. Lin had 
been serving concurrently as Assistant 
Superintendent of the National Taiwan 
University Hospital. On two occasions, he 
had temporarily filled the post of Acting 
Superintendent. 

National Taiwan University Hospital is 
greatly indebted to Dr. Lin for his untir- 
ing efforts to improve the work of the hos- 
pital. His death is felt as a deep loss not 
only by the members of the hospital staff, 
but by his many friends and students. 

Dr. Lin, in the course of a relatively 
brief professional career, is credited with 
many scientific contributions, not the least 
of which was his study of the anatomy of 
the temporal bone of the Fuchien Chinese. 
This was valued so highly by the Kyoto 
Imperial University that in order to ex- 
press the high evaluation placed on the 
work, the University conferred upon Dr. 
Lin his doctoral degree. 


Do not worry about not holding high position; worry rather about playing your 
proper role. Worry not that no one knows of you; seek to be worth knowing. 


—Confucius 
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Germany 


The German Surgical Society, which has 
among its members a number of Fellows 
of the International College of Surgeons, 
has scheduled its Seventy-third Assembly 
in Munich, Germany, on Apr. 4-7, 1956. 
Presiding over the meeting will be Prof. 
Dr. A. Brunner of Ziirich, Switzerland, 
Prof. Dr. Arthur Hiibner, F.I.C.S., Pro- 
fessor of Surgery at the University of 
Berlin, will be the Secretary. All sessions 
of the meeting will be held in the audi- 
torium of the German Museum of Munich. 
Each day’s activities will begin at 8 a.m. 

An informative session, consisting of 
the presentation of scientific papers has 
been arranged. Prof. Dr. Rudolf Reichle, 
F.I.C.S., Chief Surgeon of Marienhospital 
in Stuttgart, will speak on Sudeck’s syn- 
drome. Dr. H. von Seemen of Munich will 
describe the practical application of elec- 
trosurgery. Prof. Dr. Willi Felix, F.I.C.S., 
Professor of Surgery at the University of 
Berlin, has chosen “Air Embolism” as his 
topic. Dr. M. Zindler of Diisseldorf will 
discuss hypothermia. Dr. H. J. Schlegel of 
Ziirich is presenting a paper on prophy- 
laxis and treatment of tetanus. Dr. G. 
Maurer of Munich is reading a paper en- 


titled “How May Modern Surgical Devel- 
opments Be Utilized in Smaller Hos- 
pitals?” Prof. Dr. Rudolf Zenker, F.I.C.S., 
President of the German Section, Mem- 
ber of the International Board of Trustees 
of the International College of Surgeons 
and Professor of Surgery at the Univer- 
sity of Marburg-Lahn, will survey blunt 
and open injuries of the lung and pleura 
in his scientific contribution to the meet- 
ing. Dr. W. Dick of Tiibingen, will read a 
paper on operations for recurrent carci- 
noma. Drs. A. Lehner of Lucerne and F. 
Deucher of Ziirich, respectively, are pre- 
paring papers on the practical application 
of preoperative manometry and cholangi- 
ography and on ulcerative colitis. Dr. W. 
Stucke of Wiirzburg has selected resection 
of the liver as his topic, and Dr. G. Mayor, 
F.I.C.S., of Ziirich will talk on carcinoma 
of the bladder. Prof. Dr. Hans Boeming- 
haus, F.I.C.S., Professor of Urology at 
Golzheim Clinic in Diisseldorf, will outline 
the methods and indications for diversion 
of urine into the bowel. Dr. K. Nieder- 
ecker of Wiirzberg will close the program 
with “Indications, Methods and Results in 
Plastic Operations of the Hip.” 


India 


The Executive Council of the Indian 
Section of the International College of 
Surgeons held its regular meeting at the 
Medical College in Amritsar, India, on 
Jan. 1, 1956. The following officers were 
present. 


Lt. Col. K. G. Pandalai, F.R.C.S. (Eng.), 
F.1.C.S., Madras, President 

Dr. A. -V. Baliga, F.R.C.S. (Eng.), 
F.1.C.S., Bombay, President-Elect 

Dr. B. N. Sinha, F.R.C.S., F.1.C.S., Luck- 
now, Vice-President 

Dr. R. N. Cooper, F.R.C.S. (Eng.), 


F.1.C.S., Bombay, Past President 
Dr. A. E. DeSa, F.R.C.S. (Eng.), 
F.1.C.S., Treasurer 
Dr. C. P. Vishwanath Menon, F.R.C.S. 
(Eng.), F.I.C.S., Madras, Vice-Presi- 
dent and Secretary. 
Dr. S. K. Sen, F.R.C.S., F.1L.C.S., New 
Delhi, Vice-President 
The meeting of the Executive Council 
confirmed the appointment of Dr. C. P. V. 
Menon as Secretary, to fill the vacancy 
created by the resignation of Dr. M. Authi- 
kesavalu, who had been elected the year 
before. 


; 
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Procedures for handling delinquent sub- 
scribers were discussed. After the meet- 
ing of the Executive Council, a General 
Meeting of all members was called to 
order, to hear the decisions of the Execu- 
tive Meeting. 

Next on the agenda was the presenta- 
tion of scientific papers. The two principal 
reports were “Studies of Isolated Heart- 
Lung Preparations in the Hypothermic 
Animal,” by Dr. P. K. Sen, F.I.C.S., Bom- 
bay, who illustrated his talk with charts 
and lantern slides, and “Pseudopancreatic 
Cysts,” by Dr. S. K. Sen, F.R.C.S., F.LC.S., 
whose topic led to a lively discussion from 
the floor by doctors with personal experi- 


Israel 


ence with this type of disease. Dr. V. G. 
Vaishampayan, F.I.C.S., who had attended 
the 20th Anniversary Meeting of the In- 
ternational College of Surgeons at Geneva 
in May 1955, gave a report of his trip. 
The full meeting of the Indian Section 
closed its work by deciding that regional 
meetings would be held in the course of 
the year at Bangalore and other stations, 
as deemed practicable by the Executive 
Committee. The regular Joint Annual 
Meeting of the Association of Surgeons of 
India and the Indian Section of the Inter- 
national College of Surgeons has been 
scheduled for December 1956 and will be 
held at Indore in Rajasthan. 


GEORG WOLFSOHN 
M.D., F.I.C.S. 


Word has reached the International Col- 
lege of Surgeons from the Israel Section 
that Dr. Georg Wolfsohn, F.I.C.S., the first 
President and an Honorary Fellow of the 
Israeli Section, passed away in August 
1955 at the age of seventy-four. Death 
was due to a heart attack. 


Dr. Wolfsohn, a native of Berlin, was 
graduated from the .university in Frei- 
burg in Baden in 1904. He practiced for 
many years as a resident doctor in various 
hospitals in the country of his birth and 
was ultimately named Head of the Out- 
Patient Department of the Hospital of the 
Jewish Community in Berlin. 

In the early 1930’s, Dr. Wolfsohn, like 
so many of his compatriots, changed home- 
lands. By 1936, he had been appointed 
Chief Surgeon of the Bikur Cholim Hos- 
pital in Jerusalem, Israel. 


I warmed both hands before the fire of life; It sinks, and I am ready to depart. 


Dr. Wolfsohn was instrumental in 
founding the Israeli Section of the Inter- 
national College of Surgeons in 1951 and 
was elected its first President. He was 
devoted to the causes of the College and 
contributed substantially to the dissem- 
ination of its ideals. A few months before 
his death, he found it possible to partici- 
pate in the activities of the Twentieth 
Anniversary Congress of the International 
College, where he spoke on the use of 
bovine fascia as a suture material. 

Dr. Wolfsohn devoted his entire profes- 
sional life to scientific work and has pub- 
lished a large number of valuable and 
interesting papers on various medical sub- 
jects. His special fields of interest have 
been immunodiagnosis and immunother- 


apy. 


—Walter Savage Landor 
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The Tenth Peruvian Congress of Sur- 
gery, organized under the auspices of the 
Supreme Government of Peru, is sched- 
uled to meet in Lima on Mar. 18-23, 1956, 
and in Tacna on Mar. 25-28, 1956. Among 
the members of the Executive Committee 
of the Peruvian Academy of Surgery, 
which is arranging the meeting, are sev- 
eral doctors who are Fellows of the Inter- 
national College of Surgeons, including 
Dr. Ricardo Angulo, President; Dr. Este- 
ban D. Rocca and Dr. Jorge de Romana, 
Vice - Presidents, and Dr. Alfredo D. 
Curotto, Treasurer. The organizing Com- 
mittee in charge of the Tenth Congress 
includes Dr. Esteban D. Rocca, F.I.C.S., 
Committee President; Dr. Carlos A. 
Peschiera, Secretary; and Drs. Julio Er- 


The Turkish Section of the Interna- 
tional College of Surgeons announces the 
death of two of its outstanding members 
at the turn of the year. Prof. Dr. Mim 
Kemal ike, F.I.C.S., the eminent Istanbul 
surgeon, died at the age of 70; Dr. Oke 


Peru 


Turkey 


KEMAL 6KE oo 
M.D., F.I.C.S. 


nesto Portugal, F.I.C.S., and Dr. Gilberto 
Morey S., F.I.C.S., members. 

Four main themes will comprise the 
scientific portion of the program. The 
Lima meeting will hear papers on maxillo- 
ethmoidal sinusitis by Dr. Ernesto Raffo, 
F.A.C.S., F.1.C.S., and on maxillofacial 
surgery by Dr. Felipe L. Plaza. The meet- 
ing in Tacna will hear a paper on the 
treatment of prostatic carcinoma by Dr. 
Marcos Nicolini, F.I.C.S., and on surgery 
of the extrahepatic biliary passages by 
Dr. Carlos A. Protzel, F.I.C.S. 

For further details on the meeting, 
direct inquiries are to be addressed to: 

The Peruvian Acadeniy of Surgery 
Casilla 2031 
Lima, Peru 


was a good personal friend of Kemal 
Atatiirk, the noted Turkish statesman. 
Dr. Nejed Kulasci, F.I.C.S., of Istanbul, 
also passed away toward the end of 1955. 
Dr. Kulasci was a laryngologist at Cer- 
rahpasa Hospital. 


Gland 


do so by writing directly to: 


NOTICE 


Prof. Dr. Raymond Darget, F.I.C.S. (Hon.), Professor of Urology, Bor- 
deaux, and Secretary and Member of the International Board of Trustees 
of the International College of Surgeons, has recorded two lectures, in both 
the English and the French languages. They are: 

1. Surgical and Radium Treatment of Malignant Tumors of the Bladder 

2. Surgical and Radium Treatment of Malignant Tumors of the Prostate 


Persons interested in securing further details about the recordings may 


Prof. Dr. Raymond Darget 
17 Rue Casteja 
Bordeaux, France 


New Technic in Management of Varicose 
Veins 


Dr. Sydney M. Cohen and Robert A. Naba- 
toff reported recently on successful surgical 
treatment of varicose veins on a semiambula- 
tory basis. Screening of 2,946 persons dis- 
closed varicosities in 5 per cent, stemming 
as a rule from valvular insufficiency at the 
saphenofemoral juncture. The investigators 
defer surgical intervention until all com- 
plications clear up as a result of appropri- 
ately applied elastic bandages worn during 
the day. The bandaging controls venous 
stasis, permits ulcers to heal and makes it 
possible to operate. The long saphenous vein 
is ligated and removed with an intraluminal 
stripper. The femoral vein must be adequately 
visualized to avoid overlooking small 
branches at the saphenofemoral juncture 
and thereby preventing recurrence of vari- 
cosities. Mass retrograde injection of the 
distal segment of the saphenous vein fol- 
lows as do multiple ligation of residual 
saphenous and perforator veins, complete 
stripping and the obliteration of residual 
varices by means of injections of sclerosing 
solution after the patient leaves the hospi- 
tal. Incompetent perforator veins are man- 
aged by eliminating all venous incompetency 
at the source. Residual segments of varicose 
veins are extirpated, to reduce or eliminate 
postoperative injections. Four %-inch in- 
cisions are all that is necessary — at the 
groin, at mid-thigh, below the knee and 
above the medial malleolus. Scars are al- 
most invisible. A local anesthetic (125 ce. 
of 1 per cent procaine hydrochloride) is in- 
jected into the site of each incision and 
along the entire segment of vein to be 
stripped. The patient can walk almost im- 
mediately after the operation. He enters the 
hospital on Friday morning, leaves that day 
or the following morning, is on his legs at 
home and returns to his work on Monday 
morning, wearing a reinforced toe-to-knee 
elastic bandage for two weeks after the 
operation. Use of the legs has reduced the 
incidence of inflammatory reactions and 
thromboembolic tendencies to a minimum 
with little need for injections of sclerosing 
substance postoperatively. The patient is 
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spared much postoperative discomfort and 
many working hours are saved. Unhandi- 
capped by inadequate circulation, the pa- 
tient’s performance postoperatively is apt to 
be more efficient than ever. 


New Technic for Vaginal Radium 
Application 


Considering available radium applicators 
inadequate for the varying three-dimensional 
properties of the female pelvis, Drs. Gray H. 
Twombly and Rieva Rosh, with the coopera- 
tion of dental technicians, devised an appli- 
cator that adequately meets all therapeutic 
needs of the patient with carcinoma of the 
uterine cervix. They developed a technic for 
filling the vagina with an alginate, which 
remains firm yet semielastic and can be cut 
and removed in sections if need be, and for 
securing an exact mold of the vagina to be 
treated. This mold, while wet, is half-em- 
bedded in dental plaster of paris until that 
sets, whereupon the plaster surface is coated 
with petrolatum; then more plaster is poured 
over the mold to produce the second half of 
the impression. This plaster mold is then 
filled with self-curing acrylic plaster, which 
is allowed to dry. After sharp edges have 
been polished off the acrylic mold, holes are 
drilled into it for insertion of the radium. 
The mold has an indefinite lifetime and ac- 
curately fits the individual vagina to be 
treated, keeping the cervix, bladder and rec- 
tum in much the same relation to each other 
each time the mold is used. Dipping the mold 
in a thick barium paste makes it possible to 
get the necessary contrast in roentgen studies. 

The mold permits precise planning of radi- 
um therapy and exact knowledge of radium 
sources; it also makes it possible to measure 
radium doses, without calculation, with the 
mold outside the body, by means of a Geiger 
counter or an ionization chamber. It permits 
administration of multiple or divided doses 
of radium, for the mold takes the same po- 
sition each time it is reintroduced. It may 
be introduced without anesthetizing the pa- 
tient. Multiple, low-intensity, prolonged 
roentgen or radium treatments (which have 
been found more effective than massive 
doses) are possible. The wide range of vari- 


ations in size and shape of the human vagina, 
as the investigators have learned from mak- 
ing, these molds, lend distinct advantages to 
the new applicator over most applicators 
hitherto used. 


Radioactive Iodine in Treatment 
of Coronary Disease 


Radioactive iodine is used to reduce the 
metabolic rate, thereby diminishing the de- 
mands placed on the heart. Its use is partic- 
ularly indicated, according to Dr. Edwin C. 
Albright of the University of Wisconsin 
Medical School, for treating severe angina; 
coronary disease unrelieved by ordinary 
measures, or persistent or intensified signs or 
symptoms of heart disease, provided there is 
no evidence of hypothyroidism and the pa- 
tient is cooperative. 


$10,000,000 Medical Research Center to 
Be Built in the United States 


A new medical research center is to be 
built by Parke, Davis & Company at an ap- 
proximate cost of $10,000,000. Its purpose 
is to make possible more intensive work on 
studies of cancer, cardiovascular diseases, 
mental disorders, viral diseases, including 
the common cold, and other health problems 
of major interest. 


Surgical Correction for Coronary Valvular 
Disorders 


A long-range evaluation of the results of 
surgical correction of defective coronary 
valves, reported recently by Dr. Robert P. 
Glover of Philadelphia, has disclosed that 
72 per cent of 50 patients, studied for five to 
seven years, enjoyed improved health after 
the operation. Roentgen studies disclosed 
visibly smaller hearts in 24 per cent, en- 
larged hearts in 13 per cent and no altera- 
tion of the size of the heart in the remainder. 
The electrocardiographic tracings had a 
near-normal pattern among more than half 
of the group. It was noted that the mitral 
valve responds more favorably to surgery 
than does the aortic valve, owing largely to 
the more widespread calcification of the 
aorta. The degree of improvement and the 
death rate depend on the interval between 
the discovery of valvular obstruction and 
the performance of the operation, which ac- 


cording to Dr. Glover, must take place be- 
fore damage to the left ventricle has become 
severe. Otherwise the patient’s condition is 
often too poor and his circulation too greatly 
impaired to withstand the operation. 


The Toothpick Is a Lethal Weapon 


According to Dr. Elmer G. St. John, 
wooden toothpicks are among the most dan- 
gerous foreign bodies to swallow, because 
they have sharp ends and are long, indiges- 
tible and not visible in roentgen examination. 
They tend to perforate the intestine and 
sometimes give rise to an abscess. Dr. St. 
John recently reported the indirect signs 
that will enable the radiologist to detect 
toothpick injuries of the intestine: peritoneal 
irritation or inflammation; localized dilata- 
tion in contiguous intestinal foops; edema or 
the absence of peritoneal fat, splinting of 
overlying muscles so as to shorten the in- 
volved side as compared with the uninvolved 
side, or scoliosis with concavity toward the 
lesion. A large abscess may cause the perito- 
neal fat to bulge. The valvulae conniventes of 
the small intestine or the haustral pattern of 
the large intestine may be arranged in wheel- 
spoke pattern around the perforation. If the 
perforation is near the diaphragm, the di- 
aphragmatic movement may be impeded on 
the involved side. A roentgen study may 
show free feces. The region involved often- 
est is the ileececal area. As a result, acute 
appendicitis or appendiceal abscess is often 
mistakenly diagnosed. 


Carcinoma of the Vermiform Appendix 


At a staff meeting of the Mayo Clinic, 
Drs. William B. Scimeca and Malcolm B. 
Dockerty recently reviewed the literature on 
appendiceal carcinoma. Three types have 
thus far been recorded—the carcinoid, the 
cystic or malignant mucocele and the colonic 
cancer. Of these, the carcinoid occurs ten 
times as often as the others. It rarely pro- 
duces symptoms and metastasizes very 
slowly, so that, even after metastasis to the 
liver, removal of the primary carcinoma will 
often prolong life expectancy by ten years 
or more. Appendiceal carcinoids can be 
eradicated by simple appendectomy. 

The primary papillary mucous cystadeno- 
carcinoma, closely resembling the benign 
mucocele, is next in incidence. It may dis- 
tend the appendix to tremendous size and in 


25 per cent of cases it ruptures, spreading 
malignant cells to the peritoneum. Before 
rupture, this type of cancer can be eradi- 
cated by appendectomy and excision of ad- 
jacent parts of the cecum. After rupture, 
appendectomy will often make it possible for 
the patient to live comfortably for years, 
particularly if the excision has included the 
cecum and the terminal portion of the ileum. 
Postoperative roentgen therapy is beneficial. 

The rarest type of appendiceal carcinoma 
is colonic. Originating as a polyp, this kind 
of adenocarcinoma is eradicable if appen- 
dectomy is performed while the malignant 
foci are still confined to the tips of the 
polyps. After ulceration and invasion have 
occurred, right hemicolectomy may prevent 
extension into the lymph nodes. 

Only 2 reported instances of primary 
lymphosarcoma of the appendix could be 
found. In both, malignant changes occurred 
in the lymphoid tissue. 


Use of Chlorpromazine in Head Injuries 


Excited patients with head injuries can be 
quieted sufficiently to permit completion of 
diagnostic studies and clinical observations 
without inducing stupor or concealing neuro- 
logic damage if 50 to 100 mg. of chlorpro- 
mazine is administered intramuscularly or 
by mouth. The drug has a selective effect on 
areas of the central nervous system, so that 
awakened patients are essentially as alert 
after medication as before. The appearance 
of signs of cortical depression indicates the 
need for a search for the causes of the de- 
pression, and therefore the drug is with- 
drawn. James G. Shea and others observed 
that chlorpromazine did not impair the re- 
flexes or exaggerate them even after a 
second dose. The potentiating effect of 
chlorpromazine on other analgesics and 
cortical depressants has permitted reduction 
in doses of opium alkaloids, synthetic nar- 
cotics and aliphatic hypnotics by one-half, 
when they are given concurrently. Chlorpro- 
mazine did not tend to cause respiratory de- 
pression, cerebral edema or aggravated 
intracranial bleeding, but it did produce 
hypotension and tachycardia. When intra- 
cranial pressure is elevated by severe cere- 
bral edema or intracranial bleeding, it would 
contribute to the adequacy of the cerebral 
circulation, in which case it would be unwise 
to give chlorpromazine because of its tend- 
ency to reduce the blood pressure, even 
though only slightly to moderately. 
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Postoperative Nasogastric Suction 

Disagreement among surgeons about the 
need and the duration of postoperative 
nasogastric intubation, as well as the serious 
complications which so often stem directly 
from it, led Dr. Gilbert G. Eade and a group 
of other surgeons to evaluate its use after 
elective major abdominal operations. 

The suction has been maintained post- 
operatively in order to treat gastric dilation 
or distention and to prevent tension on su- 
ture lines, for evaluating postoperative 
bleeding at the anastomosis, for treating 
prolonged nausea or vomiting, for establish- 
ing whether oral feeling is safe and for the 
prevention of gastrointestinal distention. 
Distention, the investigators explained, is 
treated by intubation before, during or after 
an operation. So is prolonged ileus when 
the surgical lesion causes irritation. They 
agree that intubation is also needed in diag- 
nosis. Purely prophylactic intubation, how- 
ever, is regarded as unwarranted, uncom- 
fortable and, what is more, hazardous. They 
contend that early postoperative abdominal 
distention is rare, but that, when it occurs, 
it does so at least partly because air enters 
the intestine through the esophagus. Air 
may be swallowed, but oftener it enters dur- 
ing inspiration against a closed glottis with 
the pharyngoesophageal juncture relaxed, 
and the tube, unless it is resting high in the 
intestine, keeps the pharyngoesophageal 
juncture open. 

Postoperative distention may be prevented 
by instructing patients to swallow nothing 
until they have passed flatus. Most patients 
will cooperate, if aware that by so doing 
they may avoid intubation. As a consequence, 
nursing care is facilitated, the patient’s 
anxiety over the tube is eliminated, the 
maintenance of fluid and electrolyte balances 
is simplified and the patient’s postoperative 
discomfort is appreciably reduced. 


Research Grants Awarded 

Grants totaling $36,522,408 have been 
awarded by the United States Public Health 
Service to aid research in medical schools, 
hospitals and other nongovernmental institu- 
tions throughout the country. All major dis- 
eases and the basic sciences related to medi- 
cine are among the spheres of study. The 
grants will go to 350 institutions located in 
46 States, the District of Columbia, the two 
Territories of the United States and seven 
foreign countries. 
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Dr. Carl Eisinger died at his home in 
London, England, on Jan. 14, 1956, after 
a heart attack. Born in Vienna in 1895, 
Dr. Eisinger qualified for his degree of 
Doctor of Medicine in the city of his birth 
in 1920. He began his professional work 
at the Institute of Embryology, where he 
was appointed to lectureship in that field 
under Prof. H. Fischel. He published 
many papers on the artificially induced 
division of unfertilized ova in mammals 
and on the extirpation of the inner ear in 
the Amphibia. Later he turned to special- 
ization of the ear, nose and throat. 

Dr. Eisinger was subsequently elected 
to the staff of the Vienna Teaching Hos- 
pital, under the directorship of the late 
Prof. H. von Neumann, and was named 
Docent in 1934. He was invited to accept 
chairs at various universities throughout 
Europe and in Turkey, but preferred to 
remain in Vienna until he was forced to 
abandon Austria, after his country had 
been overrun by the Nazi occupation 
forces in 1938. Upon his arrival in Great 
Britain, Dr. Eisinger had originally 
planned to proceed to the United States 
to accept a post that had been offered to 
him at St. Louis. Instead, he decided to 
accept an appointment as Postgraduate 
Lecturer at the Metropolitan Ear, Nose 
and Throat Hospital in London. He later 
qualified to practice in Edinburgh as well 
as Glasgow. 

Car] Eisinger was subsequently appointed 
to the staffs of the Metropolitan Ear, Nose 
and Throat Hospital and of the West Mid- 
dlesex Hospital. During the war, he served 
for four years as Honorary Lecturer at 
the St. George’s Hospital Medical School. 


In Memoriam 


CARL EISINGER 
M.D., L.R.C.S. (Edin.), F.I.C.S. 


When the war drew to its close, Dr. Eisin- 
ger was twice approached by the Austrian 
Ambassador on behalf of the University 
of Vienna, which was offering him the 
Chair in Otorhinolaryngology. He pre- 
ferred, however, to remain in his adopted 
land, where he had found great gratifica- 
tion in his work and happiness in his 
personal life. 

In 19538, Dr. Eisinger was elected a Fel- 
low of the International College of Sur- 
geons. He attended the Twentieth Anni- 
versary Congress of the International 
College at Geneva in 1955, where he read 
a paper, entitled “Otosurgery, Old and 
New.” Two years earlier, while attending 
the meeting of the French Otolaryngo- 
logic Society in Paris, he had presented a 
report on the roentgenographic diagnosis 
of mastoiditis. 

Car] Eisinger, who leaves behind a wife 
and son with whose loss we deeply sym- 
pathize, will long be remembered, espe- 
cially for the kind and understanding 
manner with which he approached both 
children and animals. He whistled in an 
enchanting way, and his whistle not only 
charmed his little patients but gave them 
courage and comfort. Just as the toddlers 
learned to love him, so did their parents, 
who had the highest respect for Dr. Eisin- 
ger’s skill as well as his kindliness. Per- 
haps much of his manner with his patients 
came to him through his father, who was 
himself a greatly loved and highly re- 
spected practitioner in his day. All who 
were fortunate enough to know Carl 
Eisinger will miss him with a deep sense 


of personal loss. 
—James S. Brailsford 
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Ira Nelson Kerns was born in Louisville, 
Kentucky, on April 14, 1883, and died in 
the same city, at the age of 72, on Nov. 14, 
1955. Dr. Kerns had his early education 
in the public school system of Louisville, 
and his premedical training at the Uni- 
versity of Louisville. He attended medical 
school at Kentucky University, which has 
since affiliated with the University of 
Louisville, and qualified for his degree of 
Doctor of Medicine in 1905. He began his 
medical career as the office associate and 
assistant of Dr. A. D. Wilmoth, Professor 
of Surgery at Kentucky University and 
the University of Louisville, 1905 to 1914. 
He also had a postgraduate association with 
Dr. John R. Wathen, Professor of Surgery 
at the University of Louisiana. Dr. Kerns 
was affiliated with the Louisville City Hos- 
pital from 1905 to 1909 and with St. An- 
thony’s Hospital, where he was past presi- 
dent and active staff member from 1905 to 
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1951 and remained an active staff member 
to the time of his death. Dr. Kerns was Pro- 
fessor of Chemistry at the Hospital of the 
College of Medicine, 1905-08; Assistant in 
Surgery at the University of Louisville, 
1905-08; Lecturer in Pharmacology at 
Kentucky University, 1902-1905, and a 
State Board Registrant in Pharmacy by 
examination in Indiana in 1901 and in Ken- 
tucky in 1903. Dr. Kerns’ specialty was 
Industrial and General Surgery. He was a 
member of the Jefferson County Medical 
Society, Kentucky State Medical Society, 
the Southern Medical Association, Military 
Surgeons Association, Muldraugh Hill 
Society, Kentucky Radiographic Associa- 
tion, the American Association of Indus- 
trial Physicians and Surgeons and a Fel- 
low of the American Medical Association. 
He was elected a Fellow of the Interna- 
tional College of Surgeons on Aug. 18, 
1951. 


M.D., F.I.C.S. 


Reinhold Milton Ericson, born in Lafay- 
ette, Minnesota, Jan. 25, 1902, died at the 
age of 53 at Minneapolis, Minnesota, Nov. 
13, 1955. Dr. Ericson completed his pre- 
liminary education at Pillsbury Military 
Academy, Owatonna, Minnesota, and then 
studied at Macalaster College, St. Paul, 
Minnesota, for two and a half years in 
preparation for medical school. He quali- 
fied for his degree of Doctor of Medicine 
at the Washington University School of 
Medicine in 1928. His postgraduate stud- 
ies included a course in eye, ear, nose and 
throat at Vienna, Austria, 1931; in oph- 
thalmology at George Washington Univer- 
sity, Washington, D. C., 1936, and in 
bronchoscopy, under Dr. Chevalier L. 
Jackson, F.A.C.S., F.1.C.S., D.A.B., at the 
University of Pennsylvania, 1939. Dr. 
Ericson served a general rotating intern- 
ship at St. Agnes Hospital, Baltimore, 
Maryland. He was affiliated with the 


Swedish Hospital in Minneapolis from 
1931 to the time of his death. Between 
1929 and 1937, he was assistant to Dr. J. 
G. Ericson, F.A.C.S., member of the Min- 
nesota Academy of Otolaryngology and 
Ophthalmology. From 1944 to 1945, Dr. 
Ericson was Chief of the Maxillofacial 
Surgical Team and Chief of Eye, Ear, 
Nose and Throat of the 116th Evacuation 
Hospital of the United States Army and 
had the rank of Major. The United States 
Army awarded the Bronze Star for inten- 
sive surgical work in the French and Ger- 
man theaters of war during World War II 
to Dr. Ericson. Dr. Ericson was a member 
of the Hennepin County Medical Associa- 
tion and the American Medical Associa- 
tion. He was a Fellow of the American 
College of Surgeons. He was elected a 
Fellow of the International College of 
Surgeons on Jan. 26, 1952, in the division 
of otorhinolaryngologic surgery. 
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Arthur Vincent Cole of Hammond, In- 
diana, was born on July 6, 1898, at Maus- 
ton, Wisconsin, where he completed his 
early education. After premedical train- 
ing at the University of Wisconsin, he 
entered Rush Medical College, Chicago, 
where he qualified for his degree of Doc- 
tor of Medicine. He served his internship 
at Madison General Hospital (Madison, 
Wisconsin) and his residency at Evanston 
Hospital (Evanston, Illinois). His post- 
graduate studies included a course in trau- 
matic surgery and fractures at Massa- 
chusetts General Hospital (Boston), 1927- 
1930; New York University Post-Graduate 
School, 1932; Cook County Hospital Post- 
graduate School, 1933, and a second course 
in fractures and traumatic surgery, at 


Cook County Hospital Postgraduate 
School, 1934-1936. Dr. Cole was affiliated 
with St. Margaret’s Hospital, Hammond, 
Indiana; Mercy Hospital and the Metho- 
dist Hospital, Gary, Indiana, and St. Cath- 
erine’s Hospital, East Chicago, Indiana. 
Dr. Cole, a specialist in Industrial Surgery, 
was a member of the Lake County Medi- 
cal Society, the American Medical Asso- 
ciation, the Indiana State Medical Society, 
the Association of Industrial Physicians 
and Surgeons and the American Associa- 
tion of Railroad Surgeons. He was also a 
Fellow of the American College of Sur- 
geons. Dr. Cole was elected a Fellow of the 
International College of Surgeons on Aug. 
18, 1951. He died in Hammond, Indiana, 
on Nov. 2, 1955. . 


M.D., A.I.C.S. 

William Graham Thompson, who was 
born on Dec. 31, 1904, in Boston, Massa- 
chusetts, died on Aug. 13, 1955. He had 
his preliminary education in the public 
school systems of Boston and Andover, 


Massachusetts, and earned a Bachelor’s 
Degree in Chemical Engineering before 
entering Harvard Medical School, where 
he qualified for his degree of Doctor of 
Medicine. In 1932-33 he served as Student 
House Officer in New England Deaconess 
Hospital, Boston, and in 1934-46 in the 
First Surgical Service of Boston City Hos- 


pital. In 1948, Dr. Thompson did post- 
graduate work in general surgery and in 
vaginal surgery at the Cook County Post- 
Graduate School in Chicago. He was affil- 
iated with the surgical staff of Lawrence 
General Hospital in Lawrence, Massachu- 
setts; with Bon Secour Hospital in Me- 
thuen, Massachusetts, and with Lowell 
General Hospital in Lowell, Massachusetts. 
Dr. Thompson was elected an Associate 
of the International College of Surgeons 
in August 1952. 


M.D., A.I.C.S. 


Axel Uno Axelson was born in Hancock, 
Michigan, on July 23, 1891. After com- 
pleting his preliminary education at the 
Ferris Institute, Big Rapids, Michigan, 
he studied pharmacy from 1908 to 1910, 
took his premedical training between 1912 
and 1914 and was graduated as Doctor of 
Medicine in 1918 from Wayne University, 
Detroit, Michigan. He served at the United 
States Naval Hospital in New York City 
from 1918 to 1921, after which he was a 
resident doctor at the New York Polyclinic 
Hospital. He had his surgical internship 
between Mar. 1, 1924, and Sept. 1, 1925 
at that hospital, after which he pursued 
postgraduate studies at the New York 


Skin and Cancer Hospital, 1918; the Wil- 
lard Parker and Kingston Avenue Hos- 
pital, 1919; the Manhattan State Asylum, 
1920; the Rockefeller Research Founda- 
tion, 1918; the Mayo Clinic annually for a 
brief course; the New York Polyclinic 
Postgraduate Hospital, 1925; the Lahey 
Clinic, 1945, and Northwestern University 
Postgraduate School, 1947-48. He was 
affiliated in Detroit with St. Joseph’s 
Mercy Hospital, 1926-46; Women’s Hospi- 
tal, 1926-36, and the Florence Crittenden 
Home, 1936-51. Dr. Axelson was an As- 
sociate of the International College at the 
time of his death on Aug. 5, 1955. 
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MALCOLM T. MacEACHERN === 


Benefactor of Mankind 


News of the death on Feb. 3, 1956, of 
Malcolm T. MacEachern, M.D., C.M., was 
received with a deep sense of loss by the 
entire hospital world. It was accepted 
with feelings of profound personal be- 
reavement by his associates, who had long 
referred to him endearingly as “Dr. Mac” 
and who had regarded themselves as next 
of kin in Dr. MacEachern’s vast profes- 
sional family. And it was noted least, per- 
haps, by the very people who unknowingly 
had benefited most from a whole lifetime 
of service on Dr. MacEachern’s part, per- 
sons who at one time or another have had 
the benefits of modern hospitalization. 

Not so long ago as not to be remem- 
bered, the patient who was advised of his 
need for hospitalization felt doomed and 
his relatives began unabashedly mourning 
over his fate. Within the lifetimes of 
many of us, some hospitals had such poor 
reputations that patients were said to 
walk in but to be carried out lifeless. The 
mere mention of hospitalization evoked 
fear and foreboding. 

Today people look upon a hospital as a 
haven to be sought out when they are in 
physical distress. Operations are viewed 
as the life-saving measures they are, 
rather than something to be dreaded. Few 
laymen are aware, however, that this 
change in attitude is anything more than 
perhaps the result of their own personal 
enlightenment. Few realize that the al- 
most universal acceptance of the hospital 
as a place where pain can be relieved and 
death circumvented or postponed stems 
largely from the great effort expended by 
Dr. MacEachern. Unfortunately the pa- 
tient, whom Dr. MacEachern regarded as 
the sole reason for the existence of the 
medical profession and the hospitals, has 
only in rare instances heard of the man 
who throughout his professional career 
kept reiterating one dictum: “Everything 
we do must be with the patient in mind.” 


Fortunately, on the other hand, Dr. 
MacFEachern’s work during five decades of 
intense activity will never be lost to those 
whose interest he kept uppermost in his 
mind, for the half century he devoted to 
the improvement of professional services 
and hospital standards was a period of the 
greatest medical progress in recorded his- 
tory. His insistence on adequate standards 
of hospital care led naturally to the system 
of hospital accreditation which today is a 
well established pattern, unlikely ever to 
regress. And whether the patient himself 
ever becomes aware of the compassionate 
and selfless work of the man to whom the 
patient was before all else a human being, 
and not a “case” or a statistic, would not 
seem important to Dr. MacEachern, for he 
lived to carry his work to fruition. He 
lived to derive great pleasure from seeing 
his dreams realized. He was in position to 
depart from our midst with scarcely any 
feeling of frustration over work as yet un- 
done, for he knew that the message of his 
lifetime had met with full approval and 
acceptance from those who understood its 
meaning — physicians, surgeons, medical 
technicians, hospital administrations and 
hospital boards of trustees, not only with- 
in the United States and Canada but far 
afield, in areas half a world away from 
the center of Dr. MacEachern’s most con- 
centrated efforts. 

Malcolm T. MacEachern was born on 
August 27, 1881, in the small farming 
community of Argyle, Ontario. He left his 
farm home to go to school. The first four 
years of his working career were spent 
teaching school at Fenelon Falls, Ontario, 
and in 1906 he enrolled in the medical 
school at McGill University. After four 
years of study, he qualified for the degrees 
of Doctor of Medicine and Master of Sur- 
gery. Dr. MacEachern served an intern- 
ship at the Royal Victoria Hospital, after 
which he chose obstetrics as his field and 
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went into residency at the Montreal Ma- 
ternity Hospital. His administrative skills 
became obvious almost immediately, and 
by 1913 he was placed in charge of Van- 
couver General Hospital. He raised the 
standards of that institution to such a 
superior level that not only he, but people 
who knew of his tremendous achievements 
there, became interested in urging the 
same high standards on other institutions. 
He was asked to survey the status of nurs- 
ing care and public health activities on a 
Dominion-wide level, setting the precedent 
for the numerous extensive studies of a 
similar type that he was to conduct in the 
course of his rich career. 

At about the same time that Dr. Mac- 
Eachern took charge of the Vancouver 
General Hospital, a five-year survey of 
hospital standards was being initiated in 
the United States, under Dr. MacEach- 
ern’s stimulus, with the hope of effecting 
over-all reforms to raise the level of hos- 
pital care. In the course of this long inves- 
tigation it became evident that few 
American hospitals maintained records of 
clinical observations, that a large number 
of them were deficient in such vital diag- 
nostic adjuncts as laboratories and roent- 
gen departments and that many of them 
even lacked adequate therapeutic facilities. 

It was no more than natural for Dr. 
MacEachern, who had already begun to 
eliminate the shortcomings he had discov- 
ered in Canadian hospitals, to extend his 
sphere of interest into other parts of the 
North American Continent. Dr. MacEach- 
ern was invited to join the staff of the 
American College of Surgeons as associate 
director responsible for hospital activi- 
ties. Working directly with hospitals as 
he did, he was at one time traveling fifty 
thousand miles a year—in itself an ardu- 
ous undertaking in an era of land travel. 

During his years of keeping pace with 
complicated itineraries, Dr. MacEachern’s 
personal hallmarks were his battered old 
hat, worn, askew, and a large bundle of 
golden keys on his left lapel, each repre- 
senting an honor bestowed upon him. 
Many anecdotes circulated about his ap- 


pearance, as he appeared year after year 
in the skewed up old hat. 

Countless anecdotes grew out of Dr. 
MacEachern’s delight in relieving the ten- 
sions of long working days by pinpointing 
the humor in situations that arose. His 
knack for nodding through the boring part 
of a meeting was another skillful device 
for offsetting the strain of eighteen-hour 
stints. The moment the monotony of point- 
less palaver was relieved by a shift to sig- 
nificant discussion, the seemingly drowsy 
doctor, now bright as a button, would 
twang out his pointed comments. 

Dr. MacEachern never approved of his 
own relentless schedule for anyone else, It 
clashed with the MacEachern ideal for 
maintaining good health and prolonging 
life. For others he advised dividing the 
day into salutary segments: eight hours 
for work, eight hours for recreation and 
eight hours for sleep. 

A complete list of the important posi- 
tions and offices held by Dr. MacEachern 
would be difficult to compile, as would be 
the enumeration of the countless honors 
bestowed upon him in recognition of his 
significant contributions to humanity. His 
personal accomplishments and professional 
achievements are encyclopedic. He is best 
known throughout the world for his text- 
books, Medical Records in the Hospital 
and Hospital Organization and Manage- 
ment. More recently, he revised the late 
Dr. Thomas R. Ponton’s textbook, The 
Medical Staff in the Hospital. And 
throughout his years of service he was a 
prolific contributor to the hospital litera- 
ture. In 1954, Hospital Management de- 
clared August 16 “Dr. MacEachern Day” 
to acknowledge his significant accomplish- 
ments in the field of hospital work. 

Of his many offices, those in which Dr. 
MacEachern remained active to the time 
of his death were: Director of Professional 
Relations, American Hospital Association ; 
Director Emeritus of the American Col- 
lege of Surgeons; Professor of Hospital 
Administration and Director of the Pro- 
gram of Hospital Administration, North- 
western University; Director of the 
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Chicago Institute for Hospital Adminis- 
trators, American College of Hospital 
Administrators; Chairman of the Tri- 
State Hospital Assembly ; Honorary Presi- 
dent of the Association of Western 
Hospitals; Editorial Director of Hospital 
Administration Review, Northwestern 
University; Supervising Editor of Hos- 
pital Abstract Service; Chairman of the 
Editorial Advisory Board for Medical Ab- 
stract Service; Honorary Consultant of 
Royal Prince Alfred Hospital, Sidney, 


Australia, and Honorary Director of 
Technica Hospitalaria, Caracas, Vene- 
zuela, 


Dr. MacEachern had been invited to 
Australia in 1925 to initiate a program to 
improve hospital services on that Conti- 
nent. Several Latin-American countries 
attribute much of the progress in their 


own hospital systems to his pioneering 
work in the field. And not long ago the 
Ministry of Health of Japan invited him 
to participate in reorganizing the hos- 
pitals of that country. 

On the last day of his life, Dr. Mac- 
Eachern was concentrating on a detailed 
reply to a request for advice on medical 
staff organization. A cerebral hemorrhage 
intervened, and before his physician could 
reach him, Dr. MacEachern, in his seventy- 
fifth year, died. He was buried at Fenelon 
Falls, Ontario, where he had begun teach- 
ing fifty-four years earlier. Surviving him 
are Mrs. MacEachern and their daughter, 
Mrs. Isabel Mackie. His memory is a bless- 
ing not only to his bereaved family but to 
the world at large—for, indeed, the world 
is a better place to live in because of Mal- 
colm T. MacEachern, 


The man who is worthy of being “a leader of men” will never complain about 
the stupidity of his helpers, the ingratitude of mankind nor the inappreciation of 
the public. These are all a part of the great game of life. To meet them and over- 
come them and not to go down before them in disgust, discouragement or defeat— 
that is the final proof of power. 


—Boetcker 
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Comments by the Founder 


‘The Woman’s Auxiliary of the International College of 
Surgeons: An Appreciation 


Ever since Eve, men have been mak- 
ing generalizations about women. It is 
doubtful whether opinion on any other 
topic has commanded so wide a range. 
From “La donna e mobile, qua piume al 
viento” to the popular modern theory 
that, contrary to age-old tradition, 
women are the realists and men the ro- 
manticists, no semitone in the gamut has 
been overlooked, save one: No theorizer 
in the several thousand years of the 
world’s history has had the temerity to 
say that woman is devoid of influence on 
man! 

So strong is that influence, indeed, that 
no man has ever lived in whose success 
or failure the woman closest to him has 
not borne a major part. Sometimes, as 
with Abraham Lincoln, this supreme in- 
fluence is a man’s mother; in the over- 
whelming majority it is a man’s wife who 
makes or breaks his career, his dreams, 
his aspirations and his understanding. 

Most surgeons are fortunate, beyond 
all expectation, in the women who share 
their lives. Whether there is some chal- 
lenge in our profession that appeals to the 
best and truest women, that makes them 
willing to sacrifice their personal comfort 
and ease, not occasionally but endlessly, 
every day of their lives, it would be hard 
to say. True, there are exceptions to 
every rule; the rag and the bone and the 
hank of hair into whose treacherous keep- 
ing Kipling’s tragic Fool delivered his soul 
is no myth, even in the medical profession, 
nor is the equally tragic end of the story, 
“So some of him lived but the most of 
him died” .. . and we need no preceptor to 
tell us which part was worth keeping. 

Fortunately, however, among doctors 
this is the exception and not the rule. As 
for myself and most of my colleagues, we 
can say proudly and tenderly, with 
Stevenson, 


Steel-true and 
blade-straight 

The Great 

Artificer made 
my mate... 


4 

4 and well may we, 
most blessed of men, 
give thanks to God 
for this inexpres- 

| sible felicity. 
Deubtless such 
marriages have al- 
ways been a medical 
tradition. Nowadays, however, with the 
greater freedom of action women enjoy, 
they have shown us again and again how 
much they can do to help us and spur us 
on, and how gladly and readily they are 
willing to do it. Practically all medical and 
surgical organizations, on both state and 
national levels, have their devoted and 
highly effective auxiliary groups, made up, 
in the main, of intelligent, tireless women 
who count-it a privilege to employ what 
they have learned of a particular doctor’s 
life in easing the strain for all doctors. 


The United States and Canadian Sec- 
tions of the International College of Sur- 
geons are certainly no exception. Our 
Woman’s Auxiliary is a living example of 
the dedication of which most women are 
capable when their hearts and minds are 
given to the service of others. It is ex- 
pected to provide vital and continuous 
contributions to surgical progress through 
the scholarships it has founded, both here 
and abroad; the scientific research it has 
made possible; the support it gives to the 
immensely important postgraduate work 
of the College, and the invaluable aid it 
has pledged itself to give to its chosen 
projects in the interests of the College. 
Not the least of these is the International 
Surgeons’ Hall of Fame. Recently, by 
resolution of its Board of Directors, the 


Dr. Max Thorek 
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Auxiliary decreed that seventy-five per 
cent of the funds received from dues and 
other sources will be turned over to the 
College to further the interests of its 
most significant projects. Of this amount, 
forty per cent will be allotted to post- 
graduate activities, an equal proportion to 
the Research Fund and the remaining 
twenty per cent to the Hall of Fame. 
This generous decision is the more 
notable in that not all members of the 
Auxiliary are surgeons’ wives. Surgeons’ 
mothers and daughters are also eligible 
for membership, and they have not been 
slow to avail themselves of the privilege. 
Readers of the Bulletin, which carries a 
monthly report of the Auxiliary activities 
contributed by its President, Mrs. Walter 
C. Burket, can attest to this. Mrs. Burket 
is to be warmly congratulated, as the 
Auxiliary’s first President. The sterling 
qualities of her successor in office, Mrs. 
Clifton L. Dance of Brooklyn, New York, 
will insure continuation of the good work. 
Always and in all respects, however, 
the most striking feature of the leaders 
in the Auxiliary’s work is their complete 
unselfishness, their spirit of willing sacri- 
fice to a good cause. The profession has had 
indispensable help from women.for years 
—one has only to recall the vast army of 
highly trained nurses; technicians and 
other professional aides, without whom we 
should be all but helpless under the pres- 
sures of the modern scientific environment. 
These remarkable women, however, are 
professionals, like ourselves. They know 
from personal experience the satisfaction 


of a successful career, and more power to 
them: But the majority of those who 
serve in the Woman’s Auxiliary are not 
professionals, unless perhaps as _ profes- 
sional Good Samaritans. Like their hus- 
bands, sons and fathers, they serve the 
College without material reward (no officer 


of the International College accepts com- 


pensation for his services), but, by virtue 
of the fact that most of them are non- 
professional, their sacrifice is the greater. 
They are true helpmeets, first, foremost 
and directly to the surgeons nearest their 
hearts and then, indirectly, to thousands. 
To the enthusiastic and well-informed 
women who make up the Auxiliary, one 
has only to mention a need, and they will 
respond. There is “nothing in it for them,” 
except what the surgeon himself counts 
his highest reward—the relief and grati- 
tude his efforts sometimes call forth. It 
is the surgeon’s business to save lives. 
The Auxiliary’s chosen business is to save 
the surgeon. What anxiety, what worry, 
what additional time and effort it does 
save him is beyond computation. 

Nowadays we hear much talk of a better 
world, of the hope that mankind will even- 
tually achieve understanding and peace, 
a victory to dwarf all victories hitherto 
won. It may be pertinent to remember 
that the famous sculptural fragment 
known as the Winged Victory is a woman’s 
form. When all men and all women can 
work together, side by side, as do we of 
the International College of Surgeons and 
the women of our Auxiliary, the day of 
triumph will not be far ahead. 


1957! 
Tenth Biennial International Scientific Congress 
of the 
International College of Surgeons 
will be held on Feb. 24-28, 1957, at University City, Mexico, D.F., 
by invitation of the Government of Mexico and under the Hon- 


-orary Presidency of His Excellency Don Adolfo Ruiz Cortines, 
President of the Republic of Mexico. 


: 
: 
ae 
. 
= 
4 de 


Pen Portraits of Distinguished Fellows 


of the 
International College of Surgeons 


Clement L. Martin, M.D., F.A.C.S., F.LC.S., D.A.B. 


Dr. Clement L. Martin was born in 
Omaha, Nebraska, on March 9, 1891. His 
parents were James W. Martin, a manu- 
facturer, and Huldah Catherine Chapman 
Martin. Schooled in the city of his birth, 
he was graduated in 1907 from Creighton 
High School and earned first his Bachelor 
of Arts degree, in 1911, then his Degree of 
Doctor of Medicine, in 1916, from Creigh- 
ton University. From Nebraska he moved 
to Brooklyn, New York, to take up an 
eighteen-month internship at Kings 
County Hospital, working concurrently at 
the Metropolitan Hospital of New York 
City during 1916 and at Kings County 
Dispensary Service during 1917-18. 

Dr. Martin was then awarded a three- 
year Fellowship at the world-renowned 
Mayo Clinic. The years of his Fellowship 
—1918, 1919 and 1920—coincided with the 
time when Dr. William J. Mayo was point- 
ing out the great opportunities that were 
in store for doctors who would be enter- 
prising enough to concentrate on proctol- 
ogy. In 1919 the Section of Proctology 
was formed at the Mayo Clinic, with Dr. 
Louis A. Buie at its head. It is reasonable 
to assume that the seeds of Dr. Martin’s 
interest in the specialty to which he has 
devoted his professional career were sowed 
at this time. 

After his service at the Mayo clinic, a 
significant change took place in Dr. Mar- 
tin’s life. On July 21, 1920, he married 
Mary Helen Greene, who was to become 
the mother of their only son, Clement G. 
Martin. In the same month, Dr. Martin 
began private practice in Lynch, Nebraska, 
and became a resident surgeon at Sacred 
Heart Hospital. In 1923 he joined the 
Creighton University School of Medicine, 


where he worked in the Surgical Section 
of the Out-patient Clinic and held an as- 
sistant professorship in applied anatomy. 
He was also a member of the surgical staff 
of St. Joseph’s Hospital of Omaha. 

In 1926 Dr. Martin was named Asso- 
ciate of the Department of Proctology of 
Mayo Clinic, in which capacity he served 
for one year. He was invited to Chicago, 
where several appointments awaited him. 
He was named Clinical Professor of Proc- 
tology of the Stritch School of Medicine, 
Loyola University; Director of the Proc- 
tologic Division of Loyola-Mercy Clinics; 
Associate Surgeon of the Free Dispensary 
of Mercy Hospital; Senior Attending 
Proctologist at Mercy Hospital, and Con- 
sulting Proctologist of the City of Chicago 
Municipal Tuberculosis Sanitarium, all of 
which posts he has held ever since. The 
demand for Dr. Martin’s specialized 
knowledge in a much-needed field of med- 
icine led to his appointment in 1928 as 
Consulting Proctologist of three additional 
Chicago hospitals — Columbus, St. Ber- 
nard’s and Alexian Brothers—all of which 
he continues to serve. In 1933 he was 
named Consulting Proctologist to Hines 
Veterans Administration Hospital and in 
1947 his services in the same capacity be- 
gan for the Veterans Administration Re- 
gional Office, which embraces several 
United States veterans’ hospitals in the 
Chicago region. 

Dr. Martin’s role in professional socie- 
ties has been an active one, and once he 
becomes a member he stays in member- 
ship, giving more of himself than one 
would believe time would allow. He has 
been a member of the American Medical 
Association since 1915; the Alumni Asso- 


= 
8 
) 


ciation of the Mayo Clinic since 1920; the 
Illinois State Medical Society since 1928; 
the Chicago Medical Society since 1928, 
having served as President in 1945-46, as 
Councillor in 1946-52 and as Trustee in 
1948-52; the American Proctologic Society 
since 1927, having served as its Vice-Pres- 
ident in 1938-39; the Institute of Medicine 
of Chicago since 1943; the Brazilian So- 
ciety of Medicine since 1951, serving as its 
foreign correspondent; the Academy of 
Templars of Bologna, Italy, since 1951. 
The Adams County and the Mississippi 
Valley medical societies bestowed honor- 
ary membership on Doctor Martin in 
1935. 

Many honorary titles have also been 
earned by Dr. Martin in the course of his 
rich career. He has been a Fellow of the 
American Medical Association since 1921, 
Fellow of the American Proctologic So- 
ciety since 1929; Fellow of the American 
College of Surgeons since 1931; Founding 
Member of the American Board of Sur- 
gery in Proctology since 1941. 

Both Fraternal and civic organizations 
have benefited from Dr. Martin’s active 
participation through the years of his pro- 
fessional activity. He is a member of Phi 
Rho Sigma fraternity, the University Club 
of Chicago and, in an advisory capacity, 
of various civic medical and Selective 
Service boards. 

In 1949, Dr. Martin was elected to Fel- 
lowship in the International College of 
Surgeons, and it was inevitable for him to 
move to increasingly important offices also 
in an international professional organiza- 
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Dr. Clement L. Martin 


tion, for the warmth of his personality in- 
spires confidence in his ability to lead. He 
was first elected Regent for the State of 
Illinois and then Assistant Treasurer of 
the United States Section of the College. 
Only recently he was elected to the Inter- 
national Board of Governors, to Vice- 
Chairmanship of the International Execu- 
tive Committee and to Chairmanship of 
the International Finance and Budget 
Committee. Dr. Martin’s record as en- 
lightened and active citizen, surgeon, sci- 
entist and leader is an enviable one, and 
the membership of the International Col- 
lege feels rewarded in having him as Fel- 
low, colleague, friend and advisor. 
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the Executive 


During the month 
of February there 
was a great deal of 
activity at regional 
and at state levels 
of the International 
College of Surgeons. 
One of the most 
pleasant gatherings 
was the Mid-Atlan- 
tic Regional Meet- 
ing, which this year 
was held at The 
Greenbrier Hotel in White Sulphur 
Springs, West Virginia. This is one of the 
country’s most delightful spots, and, as 
February is well in advance of the regular 
tourist season, the hotel management 
placed all of the facilities of the hotel at 
the disposal of the International College. 

An excellent professional program had 
been prepared, and many recreational fa- 
cilities were made available. A new method 
of presenting a professional program was 
tested at The Greenbrier: the scientific 
sessions met between 9 a.m. and 1 p.m., 
leaving afternoons and evenings free for 
golf, riding, swimming and other forms 
of recreation. The banquet was an out- 
standing success, with Francis O. Wilcox, 
the Assistant Secretary of State for Inter- 
national Organizations, as the main 
speaker, 

It should be noted here that most of the 
surgeons who attended brought their fam- 
ilies with them. All in all it was a most 
enjoyable meeting. Dr. Elbyrne G. Gill of 
Roanoke, the Regent for Virginia, is to be 
congratulated for organizing a highly suc- 
cessful program. Other regents of the 
United States Section who were present 
are Dr. Joseph Andrew Bowen, the Regent 
for Kentucky; Dr. Alva H. Letton, the Re- 
gent for Georgia; Dr. M. Leopold Brodny, 
the Regent for Massachusetts; Dr. James 
W. Watts, the Regent for the District of 
Columbia, and Dr. Jack Savran, the Re- 
gent for Rhode Island. 


Dr. Ross T. McIntire 
F.A.C.S. F.I.C.S. 
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Dr. Arnold S. Jackson, President of the 
United States Section of the International 
College, was present and participated in 
the professional program. Eighteen States 
were represented at this meeting, the 
largest representation having registered 
from the State of Ohio. The 1957 Mid- 
Atlantic Regional Meeting will again be 
held at The Greenbrier and April 1-3 have 
already been secured for this event. The 
plan is to invite the entire membership of 
the United States Section to The Green- 
brier get-together next year. 


A Fruitful Visit to Santé Domingo 


At the invitation of the President of 
the University of Santo Domingo, your 
Executive Director journeyed to the Do- 
minican Republic for conferences with the 
President and his staff, to explore the pos- 
sibilities of an exchange program at the 
graduate level of studies. The trip was a 
very pleasant experience for me, as I had 
visited Santo Domingo many times during 
my active service in the United States 
Navy. Ciudad Trujillo is a rapidly grow- 
ing metropolis. Its buildings are modern 
and the planning of the city is proceeding 
on a grand scale. The Generalissimo had 
great vision in this planning, and in years 
to come this will be one of the beauty spots 
of the Caribbean area. There is in prog- 
ress at present world-wide exhibition for 
the advancement of peace. Some forty-two 
nations have established exhibits and 
buildings. Tourists by the tens of thou- 
sands are being attracted to the Republic 
by the exhibition, 

The outcome of the discussions at the 
University of Santo Domingo is that a 
program of postgraduate instruction will 
be provided by members of the Interna- 
tional College. The courses will cover a 
twelve-week period. The weeks of study 
will be staggered in such a way that it will 
take approximately six months to com- 
plete the entire course. All of the surgical 


specialties, as well as general surgery, will 
be included in the program. 


Graduate Courses in Dominican Republic 


The University of Santo Domingo has 
named a board with an executive secretary 
to cooperate with the home office of the 
International College of Surgeons. It is 
expected that this program will begin late 
in August or early in September. Although 
this is essentially a program of graduate 
study, the Medical College of the Univer- 
sity of Santo Domingo will benefit greatly 
by it. Roughly, the plan will work in this 
fashion: Two leading surgeons in a spe- 
cialty field—say, orthopedics, chest sur- 
gery or cardiovascular surgery—will con- 
duct a five-day course in their particular 
specialty. The course will consist of sur- 
gical demonstrations with patients pro- 
vided by the various hospitals associated 
with the University; lectures; motion pic- 
tures, and other study aids. After one 
week’s interval, another week of study will 
begin in a different specialty. The Gov- 
ernment of Santo Domingo has set aside 
sufficient funds to pay for the expenses of 
the visiting surgeons, who will, naturally, 
contribute their own time. 

Looking into the future, we hope to 
establish surgical fellowships in various 
institutions in the United States, so that 
the young Dominican surgeons can come 
to our country for surgical training. 

Dr. Horace E, Ayers, the Regent for the 
State of New York, was present during 
the discussion at the University of Santo 
Domingo; he also reports that the Domini- 
can Republic has one of the finest obstetric 
hospitals in the world. Dr. Manuel A. 
Robiou, a member of the University Staff, 
is an Honorary Fellow of the Interna- 
tional College of Surgeons and is also 
brother-in-law to the Generalissimo. Dr. 
Maxwell Maltz, Professor of Plastic Sur- 
gery at the University of Santo Domingo 
and a Fellow of the International College 
of Surgeons, was on the Island during 
these discussions. It was also my pleasure 
to meet many old friends, among them Dr. 
William A. Morgan of Washington, D. C., 
who has spent much time in the Domini- 
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can Republic. The William A. Morgan 
Hospital was built by General Hector B. 
Trujillo in recognition of Dr. Morgan’s 
important contributions to the health of 
Dominican children. Dr. Morgan was also 
most helpful to me during my stay in Ciu- 
dad Trujillo. It would have given me great 
pleasure to remain on the Island longer, 
for the climate is delightful, but I had to 
return immediately, because of obligations 
in Texas and Kansas. : 


Meeting of Texas Chapter, I.C.S. 


On March 38rd, it was my pleasure to 
attend the Texas Chapter Meeting in San 
Antonio, Texas. This was an enjoyable 
and worthwhile gathering, for Dr. James 
W. Nixon had arranged a valuable profes- 
sional program, followed by an extremely 
pleasant social hour. Dr. Curtice Rosser, 
President-Elect of the United States Sec- 
tion of the College, participated in the sci- 
entific program. Dr. Herbert T. Hayes, 
the Regent for the State of Texas, was 
present and conducted a breakfast meet- 
ing of his Credentials Committee. Your 
Executive Director had the opportunity of 
observing this meeting and was impressed 
with the committee’s efficiency in handling 
the various applications at hand. 

An official luncheon had been arranged 
for Fellows of the International College 
and their guests. After a short business 
session, I had the honor and pleasure of 
addressing the meeting briefly and de- 
scribing the activities that are being 
planned for the coming year. In view of 
the vast size of the State of Texas, Dr. 
Hayes is considering the appointment of 
several new Vice-Regents, in order to ex- 
tend the activity into the far reaches of 
his State. 

In the evening, Dr. Nixon was the host 
at a dinner, where Dr. and Mrs. Curtice 
Rosser, Dr. and Mrs. Herbert T. Hayes 
and your Executive Director were guests 
of honor. During the evening, Dr, Nixon 
showed a colored motion picture of his 
African safari and Mrs. Nixon presented 
a travelogue-type running commentary 
throughout the presentation. The photog- 
raphy was excellent but the description 
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was even better. It was a very enjoyable 
occasion. I left Texas with the same im- 
préssion as always—that its hospitality is 
unsurpassable and that Texans think big 
and act big. 


Kansas Chapter Meeting 


Returning to Chicago, I quickly looked 
over the situation at the College and then 
proceeded to Wichita, Kansas, for the 
Meeting of the Kansas Chapter of the 
United States Section. I was met at that 
railroad station in the wee hours of the 
morning by Dr. Willard J. Kiser, the Re- 
gent for the State of Kansas, and a num- 
ber of our other members. The hotel man- 
ager provided early coffee and joined us at 
breakfast. After this auspicious start, I 
proceeded to tour the Boeing Aircraft 
plant, where I had an opportunity to see, 
at close hand, the enormous B-52, which 
will insure the United States against war 
with its tremendous flying range. From 
the plant, we went to the County Medical 
Society Building—a new, modern struc- 
ture. From there, I went on to inspect the 
Air Force Hospital—one of many that are 
to be constructed for this branch of the 
United States armed services. This is a 
modern institution, with 150 beds, to 
serve not only the persons stationed on the 
air force base but also the dependents of 
officers and enlisted men. 

Dr. Kiser had arranged a luncheon for 
the members of the Kansas Chapter, and 
all sections of the State were excellently 
represented. A business meeting was 
called to order and a Secretary-Treasurer 
was elected. Steps were taken to provide 
money immediately through annual dues. 
Such funds would enable the Regent to 
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disseminate information and to work on 
the increase of membership in the Kansas 
Chapter. The meeting agreed to conduct 
regular quarterly meetings, either at state 
or area level, or possibly even at a na- 
tional level. 

After the luncheon, the Sedgwick 
County Chapter of the American Red 
Cross honored your Executive Director 
with a reception. It had been my pleasure 
to establish the blood center of this Red 
Cross Chapter in 1948. The center now 
serves ninety-one hospitals in the Coun- 
ties of Kansas and Oklahoma. It has the 
full cooperation of the medical societies of 
neighboring counties and is an excellent 
example of what can be achieved through 
good organization. Fellows of the Inter- 
national College were invited to attend the 
reception. 

At 6:30 in the evening, members of the 
International College of Surgeons met 
jointly with the members of the Sedgwick 
County Medical Society. It was my honor 
to be the speaker on the professional pro- 
gram. The meeting was exceptionally well 
attended. Many of those present expressed 
great interest in the work and the aims of 
the International College of Surgeons. It 
was my pleasure to extend the greetings 
of Dr. Max Thorek, our Secretary Gen- 
eral, to the various groups with whom I 
met during the day. 

Immediately after the evening meeting, 
I embarked for the flight back to Chicago, 
taking off in a driving blizzard and finally 
reaching Chicago, five hours late, to land 
in the midst of a furious snowstorm. My 
next journey, into the sunny Southland 
to a meeting of the Kentucky Chapter of 
the United States Section in Louisville, has 
been scheduled for March 17th. 


September 9-13 
1956 
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The Southwest Regional Meeting of the 
United States Section of the International 
College of Surgeons convened in San An- 
tonio, Texas, at the Plaza Hotel on March 
8, 1956. Dr. Curtice Rosser, F.A.C.S., 
F.I1.C.S., D.A.B., of Dallas was one of the 
principal speakers. Dr. Rosser, who is 
President-Elect of the United States Sec- 
tion and professor and head of the division 
of proctology at Southwestern Medical 
School, read a paper on Multiple Polyps in 
the Intestinal Tract. 

Dr. Ross T. McIntire, F.A.C.S., F.I.C.S. 
(Hon.), the Executive Director of the In- 
ternational College and formerly the per- 
sonal physician of President Franklin D. 
Roosevelt, addressed the luncheon session. 
Dr. McIntire, who is also director of the 
blood program of the American National 


Although Spring has barely raised her 
head, it is not too early for surgeons and 
their families to begin making plans to 
attend the Twenty-first Annual Congress 
of the United States and Canadian Sec- 
tions of the International College of Sur- 
geons. The dates of this congress have 
been announced well in advance, but a pe- 
riodic reminder may be helpful. The Con- 
gress will take place at the Palmer House 
in Chicago, the home of the International 
College. The meetings begin on Septem- 
ber 9 and continue through September 13. 

Symposiums on various subjects, round 
table discussions, meetings of specialty 
divisions and a film forum have been 
planned. The banquet of the Twenty-first 
Congress will take place in the Palmer 
House on Sept, 12, 1956. The convocation, 
scheduled for September 13, will be held 
in the beautiful building of the Chicago 
Civic Opera House. 

A large block of rooms for persons who 
plan to attend the Congress has been re- 
served, and it is believed that the head- 
quarters hotel will have sufficient accom- 
modations for all participants. But Chi- 
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Red Cross, presented a paper on blood, 
blood substitutes and plasma expanders. 

Three San Antonio surgeons also pre- 
sented scientific papers. Col. John W. 
Simpson, chief of obstetrics and gynecol- 
ogy at Brooke Army Hospital; Lt. Col. 
Curtis P. Artz, director of the surgical re- 
search unit and chief of research services 
at Brooke Army Hospital, and Dr. Joseph 
W. Goldzieher, senior staff member of the 
Southwest Institute in Research and Edu- 
cation, all spoke on topics related to their 
work. 

Dr. James W. Nixon of San Antonio, 
F.A.C.S., F.1.C.S., D.A.B., Vice-Regent for 
Texas, was the general chairman. Drs. 
Philip S. Kline, C. W. Tennison and I. Clif- 
ton Skinner, all of San Antonio, presided 
over the various sessions. 


cago being the important medical center 
that it is, persons interested in partici- 
pating in the activities of the Congress 
would do well to make reservations early. 
Now is not too soon. The reason why early 
reservations are important is that, as the 
time of the Congress draws nearer, the 
hotel may have so many demands on its 
accommodations from other groups meet- 
ing at the same time that the International 
College may be asked to release some of 
its reservations. Chicago is a busy con- 
vention city and estimates indicate that 
approximately three conventions a day are 
running concurrently throughout the year, 
Leap Year included. 

Surgeons and their families are there- 
fore advised to mail their room reserva- 
tions directly to: Room Reservations, The 
Palmer House, Chicago 90, Illinois. Single 
rooms may be had for $8.00 and up; dou- 
ble rooms for $13.50 and up, and twin 
rooms for $14.00 and up. Program infor- 
mation may be secured by writing directly 
to: The Secretariat, International College 
of Surgeons, 1516 Lake Shore Drive, Chi- 
cago 10, Illinois. 
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Section News 


UNITED STATES SECTION, I.C.S. 
The President’s Message 


By the time this 
copy of the Bulletin 
is on your desk, the 
dates of two region- 
al meetings of the 
United States Sec- 
tion of the Interna- 
tional College of 
Surgeons, to be held 
at Madison and at 
Chattanooga, will 
be close at hand. 
The first of these, 

F.ACS.,F.LCS. the Great Lakes Re- 
President, U. S. Section gional Meeting, will 
be held in the capital of Wisconsin on 
April 26-28. Although the Great Lakes 
Region encompasses but thirteen Midwest- 
ern States, advance registrations indicate 
that surgeons from fully twice that many 
States will be in attendance. 

The large registration undoubtedly re- 
flects the great interest that surgeons 
throughout the country show in such an 
unusual opportunity to participate in a 
brief but intensive graduate course on 
everyday surgical problems. Letters from 
many of those who expect to attend have 
commented on the international reputation 
many of the speakers have attained and 
on the practicality of the subjects to be 
discussed. For these reasons, the interest 
expressed in attending this meeting has 
been most gratifying. Other letters have 
mentioned that the writers are bringing 
their wives and are planning to stay at the 
Edgewater Hotel, an attractive resort on 
beautiful Lake Mendota, where rest and 
recreation can be combined with the scien- 
tific work of the meeting. 

May I urge every member of the Inter- 
national College of Surgeons, who resides 
in the Midwestern States or, for that mat- 
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ter, in any other section of the United 
States or in Canada, to make every pos- 
sible effort to attend the scheduled re- 
gional meetings. Dr. William Stephenson 
and I, with our committees, have devoted 
much time and great effort to offer excel- 
lent programs at the two forthcoming 
Spring meetings. The wonderful spirit 
that has always motivated our College will 
be manifested by our attendance and by 
the reception we accord to the speakers on 
these programs. Many of the speakers are 
making real personal sacrifices and travel- 
ing long distances to share their knowl- 
edge with us. Since our meetings are to 
run on a tightly planned schedule, let us 
all strive to arrive on time and to remain 
until the last speaker has finished. And 
let us express our appreciation unstint- 
ingly to each of the speakers. The Chatta- 
nooga meeting follows immediately the 
one at Madison. 


New York State and Canadian Members 
to Meet 


Another important meeting to which I 
would like to call everyone’s attention is 
one that Dr. Horace E. Ayers, the Regent 
for the State of New York and Professor 
of Obstetrics and Gynecology at the New 
York Medical College, is organizing. This 
meeting will take place at Niagara Falls, 
Ontario, in the Sheraton-Brock Hotel on 
June 1-2, 1956. It is being planned as a 
joint meeting of members of the United 
States Section from the State of New 
York and members of the Canadian Sec- 
tion. The programs for this meeting have 
not yet been distributed, but information 
may be secured directly from the chair- 
man, Dr. William Campbell Gillick, 644 
Park Place, Niagara Falls, New York. It 
promises to be an excellent meeting, and 
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the countryside of that area is especially 
beautiful in the beginning of June. I hope 
everyone who possibly can will plan to at- 
tend the Niagara Falls meeting. 


Executive Council Meeting 


As most of you know, every three 
months the Executive Council of the 
United States Section of the International 
College meets in the home of the College 
in Chicago, to transact the affairs of the 
organization. Promptly at 9 o’clock on 
Saturday meeting mornings, thirty or 
more members of the Executive Council, 
officers and often members of the Board 
of Regents go into executive session. For 
the next three hours or more, scarcely a 
minute is wasted. It has been my good 
fortune to sit in attendance at these meet- 
ings while Drs. Custice Lee Hall and 
Herbert Acuff were still among us and 
presiding. Later I have had the opportu- 
nity to participate when Drs. Henry Mey- 
erding and William Lovelace were presid- 
ing. There was much to be learned, so 
much profit to be derived, from observing 
these capable officers and fine gentlemen 
conduct these meetings. I can only hope 
that some of their decorum and tact may 
have adhered to me and that the members 
of the present Executive Council have en- 
joyed working with me as much as I have 
enjoyed working with them. Men like Drs. 
Moses Behrend, Gilbert Douglas and Hor- 
ace Ayers have traveled thousands of miles 
at their own expense to attend. Others, 
like Drs. Henry Meyerding, Arthur 
Steindler and William MacCarty—two of 
whom have retired from active practice— 
have also traveled long distances, often 
severely handicapped by adverse weather, 
to be present at these sessions. Dr. Cur- 
tice Rosser, the President-Elect of the 
United States Section, comes all the way 
from Dallas, Texas, to participate in the 
work on hand. 

Our meetings may be long, but they are 
certainly never monotonous, for we are 
constantly facing new problems that re- 
quire solution and drafting new policies 
for the ever-expanding program of the 
College. 


Considerable time at each meeting is 
devoted to the final study of applications 
for membership. So efficiently has Dr. 
Ross T. McIntire organized this tremen- 
dous task that some 500 outstanding sur- 
geons have been approved for membership 
in time for the Twenty-first Annual Con- 
gress in Chicago in September. The can- 
didates have been carefully screened after 
oral conferences, oral and written exam- 
inations and studies of the individual 
records by a committee. With the new 
standards for membership qualification, 
stipulated by Dr. Edward L. Compere’s 
committee, a large number of applicants 
have been rejected of necessity. The Col- 
lege is nevertheless encouraging many of 
the unsuccessful candidates to improve 
their professional qualifications by means 
of postgraduate training. Such training 
will not only enable them to become eligi- 
ble for membership but will raise surgical 
standards in many communities. I was 
interested, in talking with one of my asso- 
ciates who recently successfully passed the 
examinations for Fellowship in the Inter- 
national College, to learn that our exam- 
inations compare favorably with the 
examinations he had taken for the Ameri- 
can Board of Surgery. 

The members of the College have reason 
to take pride in the fact that the Interna- 
tional College of Surgeons—through its 
many activities, e.g., the scientific pro- 
grams at international meetings, annual 
congresses and at the regional and State 
meetings; the scholarships provided by 
the Woman’s Auxiliary of the United 
States and Canadian sections; the require- 
ments for admission to membership 
through examinations, and its close affilia- 
tion with the Cook County Graduate 
School of Medicine, as well as many other 
institutions both here and abroad—is do- 
ing so much to elevate the standards of 
surgery throughout the world, for this is 
of real benefit to mankind. 


Auditorium for Graduate Training 


My dream for the future, which is 
shared by many other members of the Col- 
lege, will come true when, in connection 
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with the International Surgeons’ Hall of 
Fame, an auditorium is constructed. Such 
an auditorium will be our center for med- 
ical education on the graduate level. Then 
this wonderful building will really breathe 
scientific knowledge to all who visit its 
marble halls and study there. In the newly 
augmented International Executive Coun- 
cil of the International College of Sur- 
geons—with twenty-nine members instead 
of the ten it formerly had—I have been 
asked to head the fund-raising committee. 
One of the objectives of this committee 
will be to raise funds for the construction 
of the new auditorium. I have agreed to 
assume the responsibility for this commit- 


tee upon completing my term of office this 
September. I wish you would give the idea 
of the auditorium your earnest considera- 
tion, so that we may carry this objective 
to a successful completion at the earliest 
possible date. In one of my earlier mes- 
sages [Ed.—January Bulletin] the thought 
was expressed that if a thousand members 
were to take out a $5,000 life insurance 
policy payable to the College, the building 
of the auditorium would be assured. 

Hope to see you all at Madison and 
Chattanooga. Don’t forget the dates! 
April 26-28 and April 30 and May 1. And 
don’t forget the Niagara Falls, Ontario, 
meeting on June 1 and 2! 


JOINT MEETING AT NIAGARA FALLS, ONTARIO 


The New York Chapter of the United 
States Section of the International College 
of Surgeons has organized a joint meeting 
with members of the Canadian Section, to 
be held at the Sheraton-Brock Hotel, 
Niagara Falls, Ontario, on June 1-2, 1956. 
The following is the program for this 
Spring gathering: 

FRIDAY, June 1, 1956: 
8:00 a.m. Registration, Main Lobby 
9:00 a.m. Opening Session 
William C. Gillick, M.D., F.A.C.S., 

F.I.C.S., Presiding 
Introductory Remarks 
The Mayor of Niagara Falls, N.Y. 
The Mayor of Niagara Falls, Ont. 
Dr. Horace Ayers, F.A.CS., 

F.I.C.S., Regent for the State of 

New York, United States Sec- 

tion, International College of 

Surgeons 
Problems Encountered in the Sur- 
gery of Anorectal and Pelvirectal 
Abscess or Fistula 
Harold Courtney, M.D., F.I.C.S., 

D-P.R. (A.R.), Chief of Depart- 

ment of Proctology, Syracuse 

General Hospital 
10:00 a.m. Low Back Pain: Causes and 

_ Treatment 
“Palmer Eicher, M.D., F.A.CS., 
F.I.C.S. 
10:30a.m. Safeguarding the Laryngeal 
Nerve 
M. M. Simon, M.D., F.A.C.S., 
F.I.C.S. 


9:30 a.m. 
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Discussion 

Frank A. Gagan, M.D., F.C.C.P., 
F.I.C.S. 

Intermission 

Management of Tic Douloureux 

Wallace B. Hamby, M.D., F.A.CS., 
D-N.S., Chief of Department of 
Neurosurgery, Buffalo General 
Hospital 

Topic to be announced 

Walter T. Murphy, M.D., D-R., 
M.A.C.R., Director of Depart- 
ment of Radiology, Roswell 
“Park Memorial Institute, Buf- 
falo, New York 

Luncheon 

Discussion of papers presented at 

morning session 

2:30 p.m. Afternoon Session 

John Carroll, M.D., F.A.CS., 

F.1.C.S., Presiding 

Topic to be announced 

John Paine, M.D., F.A.C.S., Pro- 
fessor of Surgery, University of 
Buffalo School of Medicine 

Chemotherapy of Suppurative 

Disorders of the Lung, Including 

Tuberculosis 

Edwin Grace, M.D., F.A.CS., 
F.I.C.S. 

Blood Derivatives and Plasma 

Substitutes 

Ross T. McIntire, M.D., F.A.C.S., 
F.1.C.S., Executive Director of 
the International College of 
Surgeons 

Adjournment 


11:00 a.m. 


11:30 a.m. 


12:80 p.m. 


1:00 p.m. 


3:00 p.m. 


3:30 p.m. 


4:30 p.m. 
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6:30 p.m. Social Hour 
7:30 p.m. Banquet in Honor of. Horace E. 
Ayers, M.D., F.A.C.S., F.I.C.S. 
SATURDAY, June 2, 1956: 
9:00 a.m. Some Observations on the Treat- 
ment of Carcinoma of the Breast 
D. L. C. Bingham, M.D., F.R.C.S., 
Professor of Surgery, Queens 
University, Kingstown, Ontario 
9:30 a.m. Five Hundred Gastric Resections 
Lyon H. Appleby, M.D., C.M., 
(Cen), F228: C.S. 
(Eng.), F.I.C.S., Chief Surgeon, 
St. Paul’s Hospital, Vancouver, 
B. C., Canada; President of the 
Canadian Section, and Vice- 
President, International College 
of Surgeons 
10:00 a.m. Surgical Relief of Pain 
F. B. Hamilton, M.D., M.B.E., 


F.R.C.S. (Can.), F.I.C.S., Senior 
Surgeon, Hamilton General 
Hospital, Hamilton, Ontario 
10:30 a.m. Intermission 
11:00 a.m. Pilonidal Sinus: A Method of 
Treatment 
A. K. Mighton, M.D., M.B.E., 
F.R.C.S. (Can.), Surgeon, Ham- 
ilton General Hospital, Hamil- 
ton, Ontario 
11:30 a.m. Some Pitfalls in Diagnosis of 
Renal Disease 
J. F. Brunton, M.D., F.A.CS., 
F.LC.S., Chief of Service of 
Urology, Hamilton General 
Hospital, Hamilton, Ontario 
12:00 noon Adjournment 
2:00 p.m. Conducted tours of the scenic 
points on the Canadian and Ameri- 
can sides of the Niagara River 


SCIENTIFIC TOPICS DISCUSSED AT 
MID-ATLANTIC REGIONAL MEETING 


Dr. George E. Shambaugh Jr., F.I.C.S., 
Professor of Otolaryngology at the North- 
western University School of Medicine, 
aroused great interest with the paper he 
read at the Mid-Atlantic Regional Meeting 
of the United States Section of the Inter- 
national College of Surgeons at White 
Sulphur Springs, West Virginia, in mid- 
February. He described a technic for mag- 
nifying the stapes and areas involved in 
fenestration procedures with the help of a 
microscope, as well as a way to improve 
the aseptic control in such operations. He 
pronounced that the new technic had 
proved safe in 4,120 consecutive operations. 

Dr. H. Lester Reed, F.I.C.S., clinical as- 
sistant in the Division of Neurosurgery at 
the University of Louisville School of Med- 
icine, spoke at the same meeting about 
neural lesions which give rise to mislead- 
ing symptoms. In children and young 
adults, he pointed out, the earliest symp- 
toms of cerebral tumor are nausea and 
vomiting, with no evidence of intestinal or 
abdominal causes for the symptoms. Slight 
and spontaneous cerebral hemorrhage may 
be manifested by little more than a stiff 
neck, which appears suddenly. In such in- 
stances, it is important to recognize the 
hemorrhage immediately, he said, in order 
to institute life-saving measures. 
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Dr. Burton J. Soboroff, Assistant Pro- 
fessor of Otolaryngology at the College of 
Medicine of the University of Illinois, 
stressed that laryngocele, which occurs 
most commonly in trumpeters and glass- 
blowers, is a lesion to which any person 
of any age may be susceptible. Consisting 
as it does of a herniated sac, laryngocele 
requires removal of the sac to restore the 
voice and clear the airway. 

Dr. William P. Tice, Consulting Neuro- 
surgeon at Jefferson Hospital in Roanoke, 
Virginia, reported on the use of epidural 
anesthesia on 100 patients with herniated 
intervertebral discs in the lumbar area. 
The advantages of local over general anes- 
thesia are that the patient can cooperate 
in his positioning and requires no endo- 
tracheal intubation. Generally bleeding is 
diminished and muscle relaxation is com- 
plete. Apart from the technical ease of 
administering local anesthesia, explosion 
hazards are eliminated and neurologic side- 
effects are avoided. This anesthetic tech- 
nic also has its disadvantages, however. 
The dose required is large. If the injection 
proceeds too rapidly, the blood pressure is 
likely to decrease. And penetration of the 
epidurally injected substance into the sub- 
arachnoid space will promptly produce 
profound shock. 
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with the International Surgeons’ Hall of 
Fame, an auditorium is constructed. Such 
an auditorium will be our center for med- 
ical education on the graduate level. Then 
this wonderful building will really breathe 
scientific knowledge to all who visit its 
marble halls and study there. In the newly 
augmented International Executive Coun- 
cil of the International College of Sur- 
geons—with twenty-nine members instead 
of the ten it formerly had—I have been 
asked to head the fund-raising committee. 
One of the objectives of this committee 
will be to raise funds for the construction 
of the new auditorium. I have agreed to 
assume the responsibility for this commit- 


tee upon completing my term of office this 
September. I wish you would give the idea 
of the auditorium your earnest considera- 
tion, so that we may carry this objective 
to a successful completion at the earliest 
possible date. In one of my earlier mes- 
sages [Ed.—January Bulletin] the thought 
was expressed that if a thousand members 
were to take out a $5,000 life insurance 
policy payable to the College, the building 
of the auditorium would be assured. 

Hope to see you all at Madison and 
Chattanooga. Don’t forget the dates! 
April 26-28 and April 30 and May 1. And 
don’t forget the Niagara Falls, Ontario, 
meeting on June 1 and 2! 


JOINT MEETING AT NIAGARA FALLS, ONTARIO 


The New York Chapter of the United 
States Section of the International College 
of Surgeons has organized a joint meeting 
with members of the Canadian Section, to 
be held at the Sheraton-Brock Hotel, 
« Niagara Falls, Ontario, on June 1-2, 1956. 
The following is the program for this 
Spring gathering: 

FRIDAY, June 1, 1956: 
8:00 a.m. Registration, Main Lobby 
9:00 a.m. Opening Session 
William C. Gillick, M.D., F.A.C.S., 
F.1.C.S., Presiding | 
Introductory Remarks 
The Mayor of Niagara Falls, N.Y. 
The Mayor of Niagara Falls, Ont. 
_ Dr. Horace Ayers, F.A.C.S., 
F.I.C.S., Regent for the State of 
New York, United States Sec- 
tion, International College of 
Surgeons 
. Problems Encountered in the Sur- 
gery of Anorectal and Pelvirectal 
Abscess or Fistula 
Harold Courtney, M.D., F.I.C.S., 
D-P.R. (A.R.), Chief of Depart- 
ment of Proctology, Syracuse 
General Hospital 
10:00 a.m. Low Back Pain: Causes and 
Treatment 
“Palmer Eicher, M.D., F.A.C.S., 
F.I.C.S. 
10:30 a.m. Safeguarding the Laryngeal 
Nerve 
M. M. Simon, M.D., F.A.C.S., 
F.I.C.S. 


Discussion 
Frank A. Gagan, M.D., F.C.C.P., 
F.I.C.S. 
11:00 a.m. Intermission 
11:30 a.m. Management of Tic Douloureux 
Wallace B. Hamby, M.D., F.A.C.S., 
D-N.S., Chief of Department of 
Neurosurgery, Buffalo General 
Hospital 
. Topic to be announced 
Walter T. Murphy, M.D., D-R., 
M.A.C.R., Director of Depart- 
ment of Radiology, Roswell 
“Park Memorial Institute, Buf- 
falo, New York 
. Luncheon 
Discussion of papers presented at 
morning session 
.m. Afternoon Session 
John Carroll, M.D., F.A.C.S., 
F.1.C.S., Presiding 
Topic to be announced 
John Paine, M.D., F.A.C.S., Pro- 
fessor of Surgery, University of 
Buffalo School of Medicine 
. Chemotherapy of Suppurative 
Disorders of the Lung, Including 
Tuberculosis 
Edwin Grace, M.D., F.A.CS., 
F.I.C.S. 
. Blood Derivatives and Plasma 
Substitutes 
Ross T. McIntire, M.D., F.A.CS., 
F.I.C.S., Executive Director of 
the International College of 
Surgeons 
. Adjournment 
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6:30 p.m. Social Hour 
7:30 p.m. Banquet in Honor of Horace E. 
Ayers, M.D., F.A.C.S., F.I.C.S. 
SATURDAY, June 2, 1956: 
9:00 a.m. Some Observations on the Treat- 
ment of Carcinoma of the Breast 
D. L. C. Bingham, M.D., F.R.C.S., 
Professor of Surgery, Queens 
University, Kingstown, Ontario 
9:30 a.m. Five Hundred Gastric Resections 
Lyon H. Appleby, M.D., C.M., 
(Can), 
(Eng.), F.1.C.S., Chief Surgeon, 
St. Paul’s Hospital, Vancouver, 
B. C., Canada; President of the 
Canadian Section, and Vice- 
President, International College 
of Surgeons 
10:00 a.m. Surgical Relief of Pain 
F. B. Hamilton, M.D., M.B.E., 


F.R.C.S. (Can.), F.I.C.S., Senior 
Surgeon, Hamilton General 
Hospital, Hamilton, Ontario 
10:30 a.m. Intermission 
11:00 a.m. Pilonidal Sinus: A Method of 
Treatment 
A. K. Mighton, M.D., M.B.E., 
F.R.C.S. (Can.), Surgeon, Ham- 
ilton General Hospital, Hamil- 
ton, Ontario 
11:30 a.m. Some Pitfalls in Diagnosis of 
Renal Disease 
J. F. Brunton, M.D., F.A.CS., 
F.I1.C.S., Chief of Service of 
Urology, Hamilton General 
Hospital, Hamilton, Ontario 
12:00 noon Adjournment 
2:00 p.m. Conducted tours of the scenic 
points on the Canadian and Ameri- 
can sides of the Niagara River 


SCIENTIFIC TOPICS DISCUSSED AT 
MID-ATLANTIC REGIONAL MEETING 


Dr. George E. Shambaugh Jr., F.I.C.S., 
Professor of Otolaryngology at the North- 
western University School of Medicine, 
aroused great interest with the paper he 
read at the Mid-Atlantic Regional Meeting 
of the United States Section of the Inter- 
national College of Surgeons at White 
Sulphur Springs, West Virginia, in mid- 
February. He described a technic for mag- 
nifying the stapes and areas involved in 
fenestration procedures with the help of a 
microscope, as well as a way to improve 
the aseptic control in such operations. He 
pronounced that the new technic had 
proved safe in 4,120 consecutive operations. 

Dr. H. Lester Reed, F.I.C.S., clinical as- 
sistant in the Division of Neurosurgery at 
the University of Louisville School of Med- 
icine, spoke at the same meeting about 
neural lesions which give rise to mislead- 
ing symptoms. In children and young 
adults, he pointed out, the earliest symp- 
toms of cerebral tumor are nausea and 
vomiting, with no evidence of intestinal or 
abdominal causes for the symptoms. Slight 
and spontaneous cerebral hemorrhage may 
be manifested by little more than a stiff 
neck, which appears suddenly. In such in- 
stances, it is important to recognize the 
hemorrhage immediately, he said, in order 
to institute life-saving measures. 


Dr. Burton J. Soboroff, Assistant Pro- 
fessor of Otolaryngology at the College of 
Medicine of the University of Illinois, 
stressed that laryngocele, which occurs 
most commonly in trumpeters and glass- 
blowers, is a lesion to which any person 
of any age may be susceptible. Consisting 
as it does of a herniated sac, laryngocele 
requires removal of the sac to restore the 
voice and clear the airway. 

Dr. William P. Tice, Consulting Neuro- 
surgeon at Jefferson Hospital in Roanoke, 
Virginia, reported on the use of epidural 
anesthesia on 100 patients with herniated 
intervertebral discs in the lumbar area. 
The advantages of local over general anes- 
thesia are that the patient can cooperate 
in his positioning and requires no endo- 
tracheal intubation. Generally bleeding is 
diminished and muscle relaxation is com- 
plete. Apart from the technical ease of 
administering local anesthesia, explosion 
hazards are eliminated and neurologic side- 
effects are avoided. This anesthetic tech- 
nic also has its disadvantages, however. 
The dose required is large. If the injection 
proceeds too rapidly, the blood pressure is 
likely to decrease. And penetration of the 
epidurally injected substance into the sub- 
arachnoid space will promptly produce 
profound shock. 
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WOMAN’S AUXILIARY 
of the 
United States and Canadian Sections 


The President’s Message 


The news of the death of one of the 
Honorary Presidents of the Woman’s 
Auxiliary, Mrs. Fred H. Albee Sr., has 
touched us deeply. Ever since the Wom- 
an’s Auxiliary was organized, Mrs. Albee’s 
loyal interest and support manifested it- 
self in innumerable 
ways. She attended 
meetings of the 
Auxiliary and of 
the Board faithful- 
ly and frequently 
wrote to express her 
approbation of the 
work being accom- 
plished. During the 
Annual Congress in 
New York City in 
September, 1953, 
she entertained the 
members of the Auxiliary and guests with 
a beautiful tea at the Waldorf-Astoria. 
We are highly conscious of our debt of 
gratitude to her for her many kindnesses 
and for the sound wisdom of her counsel. 
As a small token of appreciation, the Board 
voted at the February 18 meeting to give 
$100 to the Woman’s Auxiliary Memorial 
Fund as a tribute to her revered memory. 

One of the members of the Woman’s 


Mrs. Fred H. Albee, Sr. 


Auxiliary, Mrs. John Roberts Phillips of 
Houston, Texas, presented a Florence 
Nightingale Cap enclosed in a shadow 
box, which has been placed in the Hall of 
Fame. It is our hope that this thoughtful 
gift will not only enhance the constantly 
growing exhibits on display in the Hall of 
Fame but may prove the needed incentive 
to persuade other members of the Auxil- 
iary, who have surgical equipment or 
books of historic value, to make similar 
contributions to the Hall of Fame. 

At the November meeting of the Board 
of the Woman’s Auxiliary it was voted to 
turn over seventy-five per cent of the 
funds remaining in the Auxiliary treas- 
ury, after running expenses had been paid, 
each year. The Treasurer, Mrs. Louis F. 
Plzak has been authorized to send fifteen 
thousand dollars to the International Col- 
lege of Surgeons by March 1, 1956. By 
vote of the Board, forty per cent of this 
amount is to be used for scholarships, 
forty per cent for surgical research and 
twenty per cent for the Hall of Fame. As 
the years pass, we hope that these funds 
may be the means of enhancing surgical 
knowledge as well as international good- 


will. 
—Gail Brooks Burket 


Scholarships 


Through the devoted work of the Wom- 
an’s Auxiliary of the United States and 
Canadian Sections of the International 
College of Surgeons, sufficient funds were 
made available to permit the Scholarship 
Committee of the United States Section to 
award two $3,000 scholarships for post- 
graduate study in surgery during 1955-56. 
Applications were submitted from many 
lands, including England, Scotland, France, 
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Italy, Germany, Spain and several South 
American countries. 

The applications were evaluated by the 
Scholarship Committee, under the chair- 
manship of Dr. Horace E. Turner, F.A.C.S., 
F.I.C.S. Members serving on his commit- 
tee are Drs. Horace E. Ayers, F.A.C.S., 
F.I.C.S.; Edward L. Compere, F.A.C.S., 
F.1.C.S.; Francis L. Lederer, F.A.C.S., 
F.LC.S. (Hon.); Henry W. Meyerding, 


F.A.C.S., F.L.C.S. (Hon.) ; Harry A. Ober- 
holman, F.A.C.S., F.1.C.S. 


Scholarship Committee Selects 
Two Recipients 


Scholarships were accorded to Joseph 
Anthony Malejka, M.B., B.Ch., B.A.O., of 
Cheam (London), Surrey, England, and 
William Farquhar Walker, M.B., Ch.B., 
F.R.C.S. (Edin.), F.R.C.S. (Eng.), of 
Dundee, Scotland. 


William Farquhar 
Walker, winner of 
one of the scholar- 
ships offered by the 
United States and 
Canadian sections, 
was born on May 26, 
1925, in the British 
Isles. He submitted 
his application from 
Dundee, Scotland; 
is married, and is 

Dr. W. F. Walker the father of a 3- 
year-old son. His secondary education was 
obtained at Forfar Academy between 1937 
and 1948, the year he entered St. Andrews 
University. He qualified for M.B. and Ch.B. 
degrees in 1948 with commendation and 
merit in surgery, with medals in operative 
surgery and public health, with first place 
and honors in medicine, pathology, oph- 
thalmology and anatomy. At Dundee 
Medical School he passed the primary 
(clinical) requirements of Master of Sur- 
gery in 1954. He served his internship at 
the Royal Infirmary at Huddersfield in 
1948-49 as House Surgeon and Physician 
of Ear, Nose, Throat and Eyes. In 1951 
he served as Orthopedic Registrar, concur- 
rently teaching several hours a week at 
Nottingham General Hospital. From 1952 
to 1955 he was Registrar in General Sur- 
gery at the Royal Infirmary, Dundee, 
Scotland. 

From October 1949 until November 
1951, Dr. Walker served as a pathologist 
for the R.A.F. Having decided in his final 
year of service to specialize in surgery, he 
began to provide himself with a good 
grounding by performing autopsies on sur- 


gical and medical patients in the hospital 
at Huddersfield and by conducting emer- 
gency biochemical investigations on his 
own cases. Having begun to acquire a 
knowledge of pathology, he then attended 
a ten-month course at the Institute of 
Pathology and Tropical Medicine, finishing 
at the top of his class. After this course, 
he was appointed pathologist to a mixed 
Army and R.A.F. Hospital in Germany, 
where he was in sole charge of-the labora- 
tory, the blood transfusion department 
and the venereal disease section. During 
his overseas service, Dr. Walker passed his 
primary (clinical) requirements for 
F.R.C.S. (Edin.) and later for F.R.F.P.&S. 
(Glasgow). During his final two-month 
stint in Germany, he was transferred to do 
the emergency, and some of the cold, sur- 
gery, still retaining his post as patholo- 
gist. 

Dr. Walker is most interested in the 
metabolic aspects of surgery, especially re- 
constructive surgery. He has published 
two papers. He qualified for Fellowship in 
the Royal College of Surgeons (Edin.) in 
1953 and the Royal College of Surgeons 
(Eng.) in 1954. In June 1954 he completed 
the primary (clinical) requirements for 
Master of Surgery. He is investigating 
chemotherapy in infection of the hand and 
hematoma of the rectus abdominis. He 
was strongly recommended for his intel- 
lectual ability, his excellent manner with 
patients and colleagues, his practicality, 
his extensive experience in research and 
his tremendous capacity for really hard 
work. 

Joseph Anthony 
Malejka, who is do- 
ing graduate work 
at Bishop DeGoes- 
briand Hospital, 
which is affiliated 
with the University 
of Vermont and is 
located in Burling- 
ton, Vermont. He 


was born in Myslowice, Silesia, Poland, on 
June 14, 1925. After attending secondary 
schools in Poland from 1937 to 1945, Dr. 
Malejka was active in the Polish under- 


: 


ground movement from 1941 to 1944. He 
fled from Poland in 1946 to assume the 
status of a displaced person in Germany, 
where he continued to pursue his premed- 
ical studies from 1946 to 1948 in Goethe 
University at Frankfort-am-Main. Dr. 
Malejka proceeded from Germany to Dub- 
lin, Ireland, where he attended University 
College from 1948 to 1952 and qualified 
for his M.B., B.Ch. and B.A.O. degrees. He 
attained a First Class Honors standard in 
the subject of surgery and placed second 
in the examinations in this subject. His 
graduate work in 1952 was at The Rotunda 
in Dublin. He then served an internship 
as House Surgeon at Mater Hospital, Dub- 
lin, in the field of general surgery from 
July 1953 to October 1953 and was House 
Surgeon for the Hospital of St. John and 
St. Elizabeth, London, from July 1953 to 
July 1954. In July 1954 he began working 
in St. Anthony’s Hospital, Cheam (Lon- 
don), Surrey, England, in general surgery. 

At the time he applied for the scholar- 
ship offered by the Scholarship Committee 
of the United States and Canadian sections 
of the International College, Dr. Malejka 
was 29 years old and unmarried. He was 
preparing to specialize in general surgery 
and had, in 1952, been licensed to practice 
in the British Isles and the Colonies. He 
was described as a medical man of great 
promise with a distinguished scholarship 
record, wide practical experience and a 
sympathetic and scientific approach to his 
patients. He was recommended as a con- 
scientious and efficient worker, who takes 


great interest in the preoperative and post- 
operative care of his patients. 


Other Scholarships and Awards 


The Scholarship Committee of the 
United States and Canadian sections has 
been advised by the Woman’s Auxiliary 
that funds will also be available for schol- 
arships and research problems in the fu- 
ture. They also offered to pay the expenses 
of two residents or Fellows in training as 
surgeons to attend the meeting of the 
Twenty-first Annual Congress of the 
United States and Canadian Sections at 
the Palmer House in Chicago on Sept. 9- 
13, 1956, and to present suitably prepared 
clinical or scientific papers before the as- 
sembly. Letters announcing the offers 
made by the Woman’s Auxiliary have been 
sent to the Chairmen of departments of 
surgery of every accredited hospital in the 
United States and Canada. Copies of pa- 
pers to be presented are to be submitted 
to the Scholarship Committee by May 1, 
1956. The College will provide transporta- 
tion and living expenses during the time 
of the meeting, based on the distance to be 
traveled, but not to exceed $300. 

The Scholarship Committee hopes that 
the future will bring additional financial 
gifts to aspiring young students of sur- 
gery and that a permanent fund of such 
proportions may be established that inter- 
est accruing from it will help to finance 
qualified students of surgery in future 
years. 


Twenty-first Annual Assembly 


UNITED STATES AND CANADIAN SECTIONS 
International College of Surgeons 


September 9-13 
1956 
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AUSTRIAN SECTION, I.C.S. 


The Austrian Section of the Interna- 
tional College of Surgeons convened for 
its annual business meeting on Jan. 24, 
1956, at the First Surgical Clinic of the 
University of Vienna. Prof. Dr. Leopold 
Schénbauer, F.I.C.S., the head of that 
Clinic and President of the Austrian Sec- 
tion, conducted the meeting, assisted by 
Prof. Dr. Tassilo Antoine, F.I.C.S., Vice- 
President of the Section and Director of 
the Gynecologic Clinic of the University of 
Vienna, and by Prof. Dr. Felix Mandl, 
F.1.C.S. (Hon.), Secretary of the Section 
and Chief of the Department of Surgery 
at Kaiser Franz Josef Hospital, Vienna. 

In opening the business session, Prof. 
Schénbauer paid tributes to the following 
deceased members of the Austrian Sec- 
tion: 

e Prof. Dr. Hans Finsterer, F.R.S.M. 
(Eng.), F.I.C.S. (Hon.), Past Presi- 
dent of the International College of 
Surgeons and Professor at the School 
of Medicine, University of Vienna 

e Prof. Dr. H. Heidler, F.I.C.S., for- 
merly head of the Department of 
Gynecology, Semmelweiss Clinic, Vi- 
enna ‘ 

e Docent Dr. J. Popper, F.I.C.S., 
formerly head of the Ear, Nose and 
Throat Department, Hanusch Hos- 
pital, Vienna 

e Prof. Dr. P. Werner, F.I.C.S., 
Vienna 


Prof. Schénbauer expressed especial ap- 
preciation to Prof. Mandl for his work, in 
his role as secretary, in the interests of the 
Austrian Section of the College. 

After the Treasurer’s report was pre- 
sented by Prof. Dr. R. Oppolzer, F.I.C.S., 
Head of the Department of Surgery of the 
Vienna Polyclinic, its accuracy was at- 
tested to by the Auditing Committee. Prof. 
Mandl then moved that the Austrian Sec- 
tion of the International College of Sur- 
geons contribute a sum of 1,000 Austrian 
Schillings to the Medical Society of Vi- 


enna. The motion was unanimously car- 
ried. 

A motion was made to re-elect by accla- 
mation all of the incumbents in the various 
offices of the Austrian Section for a term 
of one year. This motion too was unani- 
mously carried. The re-elected officers of 
the Austrian Section of the International 
College of Surgeons are: 


e Prof. Dr. L. Schénbauer, President 
e Prof. Dr. T. Antoine, Vice-President 
e Prof. Dr. F. Mandl, Secretary 
e Prof. Dr. R. Oppolzer, Treasurer 
Specialty Regents in the various fields 
of surgery were also elected. The surgeons 
chosen to head the various specialties are: 

e Prof. Dr. P. Huber, F.I.C.S., 
Head of the Department of Surgery, 
Elisabeth Hospital, Vienna: General 
Surgery. 

e Prof. Dr. T. Antoine, F.I.C.S., 
Head of the Gynecologic Clinic, Uni- 
versity of Vienna: Gynecologic Sur- 
gery. 

e Prof. Dr. E. Schlander, F.I.C.S., 
Head of the Ear, Nose and Throat 
Clinic, University of Vienna: Oto- 
rhinolaryngologic Surgery. 

e Prof. Dr. Philip Erlacher, F.I.C.S., 
Head of the Orthopedic Clinic, Hof- 
burg, Vienna: Orthopedic Surgery. 

e Prof. Dr. L. Bohler, F.I.C.S., Head 
of Unfallkrankenhaus, Vienna: Casu- 
alty Surgery. 

e Prof. Dr. R. Whbelhér, F.I.C.S., 
Head of the Department of Urology, 
Lainz Hospital, Vienna: Urologic 
Surgery. 

e Prof. Dr. R. Ullik, F.I.C.S., First 
Surgical Clinic, University of Vienna: 
Maxillofacial Surgery. 

The new members elected to the Audit- 
ing Committee are: 

e Prof. Dr. E. Schlander, F.I.C.S., 
Head of the Ear, Nose and Throat 
Clinic, University of Vienna. 
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e Prof. Dr. H. Steindl, F.I.C.S., 
Vienna. 

The meeting decided that the roster of 
officers be augmented by creating three 
new offices, those of Second Vice-President, 
Associate Secretary and Director of Pub- 
lic Relations. These offices will be filled 
through nominations by the newly elected 
officers of the Austrian Section. 

Inasmuch as the membership of the 
Austrian Section has hitherto been lim- 
ited to seventy surgeons, Prof. Mandl pro- 
posed that that number be increased to a 
nundred. This proposal was unanimously 
approved. 

At this meeting, the Austrian Section 
elected the following surgeons to Fellow- 
ship in the International College: 

e Primarius Dr. O. Stritzko, Direc- 
tor of the Surgical Division of Han- 
usch Hospital, Vienna; Dr. Stritzko 
was nominated by Prof. Mandl. 

e Dr. R. Gottlob, Assistant Director 
of the Department of Surgery, Kaiser 
Franz Josef Hospital, Vienna; Dr. 
Gottlob was also nominated by Prof. 
Mandl. 

e Dr. K. Burian, Assistant Head of 
the Second Surgical Clinic for Dis- 
eases of the Neck, Nose and Throat, 
University of Vienna; Dr. Burian was 
nominated by Docent Dr. O. Novotny, 
F.I.C.S., Head of the Ear, Nose and 
Throat Clinic, University of Vienna. 

e Docent Dr. K. Chiari, Director of 


The Austrian and Swiss Sections of the 
International College of Surgeons con- 
vened for a highly informative joint meet- 
ing on Feb. 13-18, 1956, in Vienna. The 
Swiss delegation participating in this 
meeting was greeted on its arrival by Prof. 
Lorenz Bohler, Chief of the Unfallkrank- 
enhaus, Vienna’s newest and most com- 
plete hospital, specializing in accident 


cases. Prof. Bohler had also arranged for 
a reception for the Geneva group at his 
home. 


AUSTRIAN AND SWISS SECTIONS, I.C.S. 


the Orthopedic Station, First Surgical 
Clinic, University of Vienna; Dr. 
Chiari was nominated by Prof. Dr. 
Philip Erlacher, F.1.C.S., Head of the 
Orthopedic Clinic, Hofburg, Vienna. 

e Dr. J. Machacek, Assistant Chief 
of the Orthopedic Hospital, Vienna; 
Dr. Machacek was also nominated by 
Prof. Erlacher. 

The unanimous approval of the meeting 
was secured for setting the dues for the 
calendar year of 1956 at 100 Austrian 
Schillings. 

The meeting closed after the unanimous 
acceptance of Prof. Mandl’s proposal that 
a joint meeting of the Austrian, Swiss and 
German Sections of the International Col- 
lege of Surgeons be arranged ‘by the Aus- 
trian Section of the College for the autumn 
of 1957. The attention of the membership 
was also called to sectional meetings that 
are taking place in Europe this Spring. All 
surgeons were cordially invited to attend 
the meeting of the Netherlands Section of 
the International College in Amsterdam, 
The Netherlands, on April 28-29, 1956, 
and the meeting of the French Section of 
the College in Nantes, France, on May 13- 
16, 1956. The Austrian Section is already 
planning to serve as host to those members 
of the United States and Canadian Sec- 
tions who plan to be in Vienna on May 30, 
1956, during the period of the Continental 
Clinical Cruise of the International College 
of Surgeons. 


Almost all of the members of the Fac- 
ulty of Medicine of Vienna—professors 
and assistants, as well as their wives— 
were present at this reception. The visit- 
ing Fellows of the International College 
from Switzerland warmly appreciated the 
sincerity and cordiality of the reception 
which the surgeons of the Austrian Sec- 
tion accorded them. 

Operating clinics were conducted at Un- 
fallkrankenhaus and other Vienna Hos- 
pitals. The Austrian and Swiss surgeons 


everyone 


took turns operating to demonstrate vari- 
ous technics. So great was the enthusiasm 
for, and interest in, the clinical work that 


was busily occupied with this 


phase of the joint meeting from 8 a.m. un- 


The scientific and social activities of the 
joint meeting of the Swiss and Austrian 
sections of the International College of 
Surgeons were excellent, and the full 
schedule of clinical work follows: 


MONDAY, Feb. 13, 1956: 


9:00 a.m. 


9:30 a.m. 


11:00 a.m. 


3:00 p.m. 


First Surgical Clinic, University 
of Vienna, under the direction of 
Prof. Dr. Leopold Schénbauer, 
F.1.C.S. 

Auditorium: Welcoming addresses 
by the Dean, Prof. Dr. Tassilo 
Antoine, Prof. Dr. Felix Mandl 
and Prof. Dr. Schénbauer 

Operations in the various operat- 

ing rooms: 

Operating Room 39—Gallbladder 
operations 

Operating Room Bunker—Neuro- 
surgery; hernia of the pulp 

Operating Room Bunker— 
Prostatectomy 

Operating Room 12—Plastic sur- 
gery of the breast with free 
transplantation of the nipple 

Operating Room 12 — Operation 
for mitral stenosis 

Operating Room in Emergency 
Station—Nailing of fracture of 
the femoral neck 

Orthopedic Operating Room— 
Osteotomy of the pelvis 

Maxillofacial Operating Room— 
Operation for prognathism 

First Gynecologic Clinic, Univer- 
sity of Vienna, under direction of 
Prof. Dr. Tassilo Antoine, F.I.C.S. 
Operation for uterine myoma 
Operation for ovarian tumors 
Vaginal plastic surgery 
Visit to and participation in the 
work of the Emergency Station of 
the First Surgical Clinic, Univer- 
sity of Vienna, under the direc- 
tion of Prof. Dr. Leopold Schén- 
bauer, F.I.C.S. 


Program of Clinical Tour of Swiss Section 
of International College to Vienna 
4:00 p.m. Visit to and participation in the 


til dinner time. Despite extremely cold 


weather, entertaining activities had been 
arranged for the ladies during the hours 
their husbands were participating in the 
scientific work. 


work of the Emergency Service, 
under the direction of Prof. Dr. 
L. Boéhler, F.I.C.S. 


TUESDAY, Feb. 14, 1956: 
9:00 a.m. Second Surgical Clinic, Univer- 


sity of Vienna, under the direction 

of Prof. Salzer 

Auditorium—Visit to roentgeno- 
logic installations 

Laboratory 36—Physiologic respi- 
ratory laboratories 

Laboratory 40—Endoscopy 

Operating Room B — Operation 
for carcinoma of the head of 
the pancreas 

Operating Room B—Operation for 
tuberculous cavitation of the 
lower lobe of the lung 

Operating Room C — Operation 
for cardiospasm 

Operating Room C — Operation 
for pulmonary tumor 

Operating Room C—Synchronized 
resection of the rectum 

Operating Room C—Spontaneous 
pneumothorax 

Operating Room C — Mediastinal 
tumor 

Operating Room C—Resection of 
the pole of the kidney 

Operating Room C—Carcinoma of 
the cardia 

Operating Room in the Emergency 
Station—Nailing of the femur 

Operating Room in the Emergency 
Station — Pertrochanteric frac- 
ture of the femoral neck man- 
aged by nailing 

Second Gynecologic Clinic, Uni- 

versity of Vienna, under direction 

of Prof. Dr. H. Zacherl, F.I.C.S. 

Visit to the laboratories 

Operation for tuberculous adnexal 
tumors 


at, 
Wives uk 


Operation for inflammatory ad- 
nexal tumor 

Vaginal extirpation of the uterus 
for carcinoma 

Surgical Division of Vienna Poly- 

clinic, under the direction of Prof. 

Dr. R. Oppolzer, F.I.C.S. 

Operation for carcinoma of the 
rectum 

Operation for carcinoma of the 
large bowel 

Urologic Section of Vienna Poly- 

clinic, under the direction of Prof. 

Deuticke 

Prostatectomy and nephrectomy 

Institute for Carcinoma Re- 

search, under the direction of 

Prof. Denk 

Visit to and participation in the 

work of the Emergency Station of 

the Second Surgical Clinic, Uni- 

versity of Vienna 


WEDNESDAY, Feb. 15, 1956: 

Vienna Emergency Hospital, un- 

der the direction of Prof. Dr. L. 

Bohler, F.I.C.S. 

Introduction by Prof. Béhler 

Visit to the Hospital Division 
with demonstration of special 


9:00 a.m. 


4:00 p.m. 


cases 

Orthopedic Clinic of Vienna, un- 

der the direction of Prof. Dr. 

Philip Erlacher 

Curettage of pathologic foci of 
the spinal column 

Percutaneous ligation of varices 
by the method of Romich 

Nucleography 

Surgical Division of the Wilhel- 

mina Hospital, under direction of 

Prof. Dr. F. Starlinger, F.I.C.S. 

Early ambulation of recently op- 
erated-on patients 

Aseptic care of wounds without 
dressings 

Permanent block of nerve paths 

Surgical treatment of the biliary 
passages 

Visit to the Electric Museum, un- 

der the direction of Prof. Jellinek, 

its founder 


THURSDAY, Feb. 16, 1956: 


9:00 a.m. 


Kaiser Franz-Josef Hospital, un- 
der the direction of Prof. Dr. 
Felix Mandl, F.1.C.S. (Hon.) 
Introduction by Prof. Mandl 
Operations on the knee 


11:00 a.m. 


Operations on the sympathetic 
nervous system 

New method of cholangiography 

Visit to the New Hospital under 
the personal direction of Prof. 
Mandl 

Refreshments 

Radio interview 

Hospital of the City of Vienna, 

First Surgical Division, under the 

direction of Prof. Dr. H. Kunz, 

F.LC.S. 

Noteworthy observations on sur- 
gery of the thorax 

Treatment of fractures 

Colored film presentation on cho- 
lecystectomy 


12:00 noon Hospital of the City of Vienna, 


Second Surgical Division, under 

the direction of Prof. P. Moritsch, 

F.LC.S. 

Brief introduction 

Amputation of the femur under 
hypothermia 

Hospital of the City of Vienna, 

Urologic Division, under direction 

of Prof. Dr. R. Ubelhér, F.I.C.S. 

First line demonstration of cases 

Operation for kidney and ureteral 
stones 

Resection of the bladder for car- 
cinoma 

New Emergency Hospital of the 

General Casualty Insurance Insti- 

tute at Wienerberg, Vienna, open- 

ed for service on Feb. 1, 1956, 

under direction of Prof. Béhler 

Tour of the various installations 
of the hospital and demonstra- 
tion of special cases 


FRIDAY, Feb. 17, 1956: 


Forenoon Queen Elisabeth Hospital, under 


the direction of Prof. Dr. P. 

Huber, F.I.C.S. 

Welcoming address and introduc- 
tion by Prof. Huber 

Operation for recurrent thyroid 

Operation for gastric resection 

Thyroid operations 

Sofia Hospital, under the direc- 

tion of Prof. Dr. J. Knoflach 

Demonstration of technic in gas- 
tric resections 

Special Division of the Emergency 

Hospital at Stollhof, under direc- 

tion of Prof. Dr. L. Béhler, F.I.C.S. 

Introduction and visit 


3:00 p.m. 
5:00 p.m. 
10:00 a.m. 
3:00 p.m. 
11:30 a.m. 
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PAKISTAN SECTION, I.C.S. 


The Fourth Pakistan Medical Confer- 
ence (Peshawar Session) is scheduled to 
take place at Peshawar, Pakistan, on April 
2-4, 1956. The University of Peshawar 
will be the host. Distinguished medical 
men from all parts of the world have been 
invited to attend the conference, which is 
expected to be a great success. 

Scientific papers will be read not only 
by surgeons of Pakistan but by guests 
from foreign countries. A medical exhibit 
as well as exhibits of pharmaceutical prod- 
ucts, instruments, appliances and medical 
books has been planned. 

The reception committee, whose chair- 
man is Dr. M. R. Siddiqi, F.R.C.S., F.I.C.S., 
Superintendent of the Hyderabad Medical 
School, and whose Conference Secretary is 
Dr. A. K. M. Abdul Wahed, F.I.C.S., Prin- 
cipal of the Medical College of Peshawar 
University, has extended a cordial invita- 
tion to all members of the medical profes- 
sion, both in and outside Pakistan, to join 
in the activities of the conference. Medi- 


cal faculties, schools and societies have 
been requested particularly to send their 
delegates or representatives. 

Joint Secretary for the Reception Com- 
mittee is Dr. S. A. Lateef of Peshawar. 
The officers of the Pakistan Medical Asso- 
ciation, which is arranging the conference, 
are: 


Dr. Mohd. Yusuf, Lahore, President; Dr. 
Munawar Ali, F.I.C.S., Karachi, President- 
Elect, and Dr. M. W. Alwi, Honorary Sec- 
retary General and Joint Editor for the 
Association. 

Early April in Peshawar, the committee 
assures all interested travelers, is cool, re- 
freshing and pleasant. An excursion has 
been planned to permit all participants in 
the conference to visit the renowned Khy- 
ber Pass in the Himalayas. Persons who 
are interested in seeing more of this area 
of the world can sign up for excursions to 
Sukkur Barrage, Multan, Lahore, Rawal- 
pindi and the Murree Hills. 


JAPAN SECTION, I.C.S. 


The Board of Trustees of the Section 
for Japan of the International College of 
Surgeons met recently at Tokyo to elect 
officers for the 1956-57 term. The follow- 
ing members were elected: 


e Prof. Dr. Hiroshige Shiota, 
F.1.C.S. (Hon.), was re-elected presi- 
dent. Prof. Shiota is President of 
Nippon Medical College at Tokyo. 

e Prof. Dr. Masao Tsuzuki, F.I.C.S., 
President of the Japanese Red Cross 
Central Hospital in Tokyo, was elected 
Vice-President of the Section. 

e Prof. Dr. Hachiro Akaiwa, 
F.I.C.S., President of Tobata-Kaiin- 
Kyoeki Hospital in Tobata, Japan, 
was elected Vice-President of the 
Section. 


e Prof. Dr. Komei Nakayama, 
F.I.C.S., was re-elected Secretary of 
the Section. Prof. Nakayama is affil- 
iated with the Chiba University Med- 
ical School in Chiba, Japan. 

e Prof. Dr. Soichi Yanagi, F.I.C.S., 
President of the National Sagamihara 
Hospital, Sagamihara, Japan, was 
elected to membership on the Execu- 
tive Council of the Section. 

e Prof. Dr. Shigeru Sakakibara, 
F.I.C.S., Professor of Surgery at 
Tokyo Women’s Medical College, was 
elected to the Executive Council for 
Japan. 

e Dr. Kiyoshi Kawase, F.I.C.S., 
President of Kawase Surgical Hos- 
pital in Tokyo, became a member of 
the new Executive Council for Japan. 
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e Dr. Shinichiro Kikuchi, F.I.C.S., 
President of Kikuchi Surgical Hos- 
pital in Tokyo, was chosen for mem- 
bership on the Executive Council. 

Professors Shiota and Nakayama have 
both been serving as members of the 
Board of Trustees of the International 
Board of Trustees. 

The next Congress of the Section for 
Japan of the International Congress of 


Surgeons will convene .at Fukuoka, Kyu- 
shu, Japan, on Nov. 3, 1956. Members 
of the International College who expect to 
be traveling in Japan at this time are all 
cordially invited to attend the meeting. 
Further information regarding the Con- 
gress may be obtained by writing directly 
to Prof. Dr. Komei Nakayama, Professor 
of Surgery, School of Medicine, Chiba 
University, Chiba, Japan. 


BRAZILIAN SECTION, I.C.S. 


The Brazilian Section of the Interna- 
tional College of Surgeons recently in- 
stalled two new regional divisions, that of 
Presidente Prudente Region and that of 
Pogos Caldas Region. In both instances, 
the installation ceremonies were attended 
by Dr. Eurico Branco Ribeiro, F.I.C.S., 
President of the Brazilian Section. A large 
number of members of the Section and 
many representatives of professional and 
official circles were present at both meet- 
ings. 

Dr. Odilo Siqueira was installed as Pres- 
ident of the Presidente Prudente Regional 
Division. The main address at the instal- 
lation ceremonies was delivered by Dr. Italo 


Dr. Ribeiro (top right) pins insignia of the College on Dr. Odilo Siqueira, President of the Presidente 
Prudente Regional Division. Dr. Italo wee ge Patron for the Region, addresses the 
assembly. 
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Bustamente Paolucci, Patron for the Re- 
gional Division. 

Dr. Joao Batista Figueiredo de Costa 
was installed as President of Pocos de Cal- 
das Region in the presence of many promi- 
nent civic and professional leaders, among 
them Dr. Clemente Medrado, Secretary of 
Health and Public Assistance, represent- 
ing Dr. Clovis Salgado, the regional Patron, 
who is currently serving as Brazil’s Min- 
ister of Education; Dr. Agostinho Loyolla 
Junqueira, Mayor of Belo Horizonte; Dr. 
Alvino Hosken de Oliveira, president of 
the municipal council; Dr. Mozart Pereira, 
president of the Rotary Club; State Dep- 
uty Dr. Alcides Mosconi, President-Elect 


Dr. Eurico Branco Ribeiro addresses meeting of newly installed Pocos de Caldas Region. 


of the Region; Dr. Benedictus Mario Mou- 
rao, President of Minas Gerais Medical 
Association; Dr. J. M. Cabelo, Past Presi- 
dent of Sado Paulo Region; Dr. Alencar de 
Carvalho, representative of Belo Horizonte 
Region; Dr. Orestes Diniz, Director of 
Leprosy Prevention for the State; Dr. Joao 
Batista Lima, Regional Vice-President; 
Dr. J. Thomas Vieira, Regional Secretary, 
and Dr. Walter Correa de Carvalho, Treas- 
urer of the Brazilian Section. 

In appropriate ceremonies, all of the 
officers of the new regional division were 
installed, Dr. Jose Maria Cabelo Campos 
delivering the main address on behalf of 
the Board of Directors. 


GREEK SECTION, I.C.S. 


The Tribunal of the Government of 
Greece announced on Jan. 16, 1956, its 
formal approval of the Constitution and 
By-Laws and the first officers of the Greek 
Section of the Jnternational College of 
Surgeons. The list of surgeons elected to 
various offices follows. 

e Prof. N. Louros, President 

e Prof. I. Charamis, Vice-President 

e Prof. N. Christeas, F.I.C.S., General 
Secretary 

e Prof. G. Karayannopoulos, Board 
Member 

e Prof. Th. Demetriades, Board Mem- 
ber 

e Prof. H. Toul, Board Member 

e Ass’t Prof. Z. Kairis, Board Mem- 
ber 


e Ass’t Prof. Th. Garofallides, Asso- 


ciate Officer 
e Ass’t Prof. B. Koutifaris, Associate 


Officer 

e Ass’t Prof. L. Kyriakis, Associate 
Officer 

e Dr. L. Karabarbounis, Associate 
Officer 


The International College of Surgeons is 
pleased to welcome into its midst another 
fully formed Section of the College and is 
looking forward to an active exchange of 
surgical information with members of the 
surgical profession in Greece. The forma- 
tion of the new Section will enhance its 
great tradition of the healing arts and 
surgical progress of Greece. Further in- 
formation will be forthcoming. 


On April 18, the Tenth Peruvian Con- 
gress of Surgery will open in Lima, under 
the presidency of His Excellency Dr. Al- 
berto Lopez, Minister of Health, repre- 
senting His Excellency, the President of 
the Republic, and aided by Dr. Oswaldo 
Hercelles, Dean of the Faculty of Medicine, 
and Dr. Francisco Grafia, F.A.C.S., F.I.C.S. 
(Hon.), Honorary President of the Acad- 
emies of Medicine and of Surgery and the 
President of the Peruvian Section of the 
International College of Surgeons. The 
meeting will be held in the magnificent 
amphitheater of the Faculty of Medical 
Sciences in Lima. Numerous national and 
international celebrities will participate. 

The inaugural address will be given by 
Dr. Ricardo Angulo, F.I.C.S., President of 
the Academy of Surgery. The welcoming 
address to surgeons from countries other 
than Peru will be presented by the dele- 
gate from Bolivia. Opening ceremonies 
will follow a reception given by the Dean 
of the Faculty of Medicine. 

On the 20th of this month, the First 
Plenary Session of the Congress will open. 
The official theme of this session will be 
“Maxilloethmoidal Sinusitis,” to be pre- 


1956 Meeting of American Goiter 
Association 

The American Goiter Association will hold 
its annual meeting at the Drake Hotel, Chi- 
cago, Illinois, on May 38-5, 1956. The pro- 
gram of the three-day meeting will consist 
of papers and discussions on the physiologic 
function and diseases of the thyroid gland. 
Those interested in further details may 
write directly to Dr. John C. McClintock, 
149% Washington Avenue, Albany, New 
York. 


PERUVIAN SECTION, I.C.S. 
The Tenth Peruvian Congress of Surgery 


sented by Dr. Ernesto Raffo, F.A.C.S., 
F.1L.C.S. 

The Second Plenary Session, opening on 
April 23, will have as its theme “Maxillo- 
facial Surgery,” to be discussed by Dr. 
Felipe L. Plaza. 

The Third Plenary Session will take 
place in the City of Tacna, beginning April 
26. The principal theme of this session 
will be “Cancer of the Prostate,” which 
will be discussed by Dr. Marcos Nicolini, 
F.LCS. 

The Final Plenary Session, also at Tacna, 
will deal with the theme, “Surgery of the 
Extrahepatic Biliary Passages,” to be dis- 
cussed by Dr. Carlos A. Protzel, F.I.C.S. 

In addition to the principal themes, ap- 
proximately two hundred papers will be 
presented on contemporary surgical topics. 

In view of the large attendance as well 
as the importance of the subjects to be 
discussed, particularly from a _ surgical 
standpoint and as practiced in the prin- 
cipal hospitals of Lima, and the conclu- 
sions drawn from these presentations, it 
can be said that the Tenth Peruvian Con- 
gress of Surgery will be one of the most 
successful held in Peru. 


Postgraduate Course on Heart Disease 
The Armed Forces Institute of Pathology 
has organized a postgraduate course on dis- 
eases of the heart, to take place in Washing- 
ton, D. C., on May 14-17, 1956. Various clin- 
ical, as well as the pathologic, aspects will be 
covered for a better understanding of the 
diagnosis and treatment of heart disease. The 
course will be open to 425 military and civil- 
ian physicians. Applications are to be di- 
rected to the Armed Forces Institute of 
Pathology, Washington 25, D. C. 


The Florence Nightingale Exhibits 


at the 
Hall of Fame of the International College of Surgeons 


The compassionate and self-sacrificing 
spirit of Florence Nightingale, the “pio- 
neer of secular hospital nursing” and the 
“cheering angel” of the combat-wounded 
and frost-bitten soldiers of the Crimean 
War, emanates again from items which 
are part of the permanent exhibit of the 
Hall of Fame of the International College 
of Surgeons. The Lady with a Lamp glows 
again in the hand-written lines of about 
fifty personal letters that are on display. 
Among these are many that reflect her 
dedicated and selfless devotion to the re- 
lief of human suffering. They echo the 
sense of urgency and the need for haste 
imposed upon their writer by the tremen- 
dous pressure of work. They reveal ex- 
haustion and overwork, which are never- 
theless brushed aside because too many 
lives hang in the balance. They acknowl- 
edge the writer’s own poor health, which 
cannot be catered to under the circum- 
stances. They disclose that while she was 
physically in England, her distressed spirit 
was restlessly occupied with the poor con- 
dition of the native Army hospitals in 
India. And in one, she firmly but graciously 
rejects a request for a personal testimonial. 

There is a lithograph in the Hall of 
Fame of the Turkish barracks at Scutari 
which the British Army had taken over as 
a depot hospital. It was in this barracks- 
hospital that Florence Nightingale under- 
took her most formidable nursing assign- 
ment and fulfilled it so spectacularly that 
her name has become a legend. It was into 
this deplorable depot hospital that she 
went to organize the care of wounded men 
shipped there from Balaklava and Inker- 
man. It was there that she hurled herself, 
body and soul, into the soul-testing work 
of relieving pain and giving heart to men 
undergoing operations—all this in addi- 


tion to making her rounds of-the wards. 
She was soon responsible for the care of 
10,000 men who revered her especially 
when she was making her solitary rounds 
of the wards at night, lamp in hand. It 
was her ministrations at Scutari which 
were immortalized by Longfellow when he 
wrote: 


Lo! in that house of misery 
a Lady with a Lamp I see 

Pass through the glimmering gloom 
and flit from room to room. 


And slow, as in a dream of bliss, 

the speechless sufferer turns to kiss 
Her shadow as it falls 

upon the darkening walls. 


As if a door in Heaven should be 
opened and then closed suddenly 
The vision came and went, 
the light shone and was spent. 


Florence Nightingale’s standards of 
nursing care reduced the death rate within 
months from 42 to 2 per cent. And even 
when prostrating fever struck her, she 
could not be persuaded to leave her post. 
She remained at the Scutari hospital from 
November 4, 1855, until the British de- 
parted in July 1856. With her mission in 
Crimea accomplished, Miss Nightingale 
concentrated her energy and attention to 
reforming army sanitation and reorganiz- 
ing army hospitals. To conserve the pa- 
tient’s vital force, fresh air, warmth, light, 
cleanliness, quiet and carefully adminis- 
tered diet were necessary, she preached; 
drainage, disinfection, cleanliness and 
ventilation were sorely needed, not only in 
a hospital environment but in most Eng- 
lish homes. 

In no small measure, Florence Night- 
ingale set the precedent for gentlewomen 
who had been confined by custom to the 
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narrow interest of their homes and what 
she considered the fruitless concentration 
on self-adornment, Herself a daughter of 
a prosperous family, Miss Nightingale 
cleared the way for women of her social 
stratum to serve society usefully. Her ex- 
ample was contagious, and, in a sense, the 
volunteer movement, the women’s auxil- 


The Florence Nightingale Cap donated by Mrs. 
John Roberts Phillips to Hall of Fame. 
iaries and the clubwomen of today have 
Miss Nightingale to thank for their libera- 
tion. Society has accepted the new role for 
women so wholeheartedly that one won- 
ders how things could ever have been 

otherwise. 


The most recent addition to the Hall of 
Fame exhibits relating to Florence Night- 
ingale is the Florence Nightingale Cap, 
which has been adopted by the University 
of Maryland School of Nursing. The cap 
was donated by Rebecca Hall Phillips, 
R.N., Class of 1927 of the University of 
Maryland Hospital, Baltimore. Mrs. Phil- 
lips is the wife of Dr. John Roberts Phil- 
lips, F.LC.S., and a member of the 
Woman’s Auxiliary of the United States 
and Canadian Sections. 


The gift is warmly appreciated by the 
College, especially in view of the fact that 
it represents a genuine sacrifice, on the 
part of the donor, of a valuable collector’s 
item. The same can be said of many other 
contributions to the Hall of Fame, the ulti- 
mate value of which will rest, in no small 
degree, upon the spirit that prompted 
these visible additions to the treasures of 
surgical history. 


The Florence Nightingale Cap is to be 
exhibited in a beautiful gold-framed 
shadow box with a red background. An 
engraved plaque will give the name of the 
donor and other pertinent information. 
The dedication of this gift to the Hall of 
Fame will take place in September 1956, 
at the time of the Twenty-first Assembly 
of the United States and Canadian Sec- 
tions of the International College. Dr. and 
Mrs. John Roberts Phillips of Houston, 
Texas, are charter members of the College 
and the Auxiliary. 


Medical Newsfront 


1956 Industrial Health Conference 


The preliminary program of the 1956 
Industrial Health Conference, to be held at 
Convention Hall in Philadelphia, Pennsyl- 
vania, from April 21 to April 27, 1956, has 
been distrihuted. According to the schedule, 
the various group meetings will take place 
in the following order: April 22-24, the 
American Conference of Governmental 
Industrial Hygienists; April 23-27, the 
American Association of Industrial Nur- 


ses; April 24-26, the Industrial Medical 
Association ; April 24-26, the American As- 
sociation of Industrial Dentists, and April 
23-27, the American Industrial Hygiene 
Association. A thirteen-page program of 
the proceedings of this conference has been 
sent out. Further information may be se- 
cured by writing directly to Industrial 
Health Conference Registration, Room 
1300, 28 East Jackson Boulevard, Chicago 
4, Illinois. 


Bee 
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Trust Fund for University of 
Wisconsin Medical School 


The University of Wisconsin Medical 
School is to be the beneficiary of a $1,170,- 
000 trust fund that was recently set up by 
Joseph Daniels of Rhinelander, Wisconsin. 
Income from the trust fund will be used to 
finance a Chair of Medicine at the Uni- 
versity. 


United States Appointees to WHO 


President Dwight D. Eisenhower has 
appointed Dr. Frederick J. Brady the 
United States member and Dr. Charles W. 
Mayo the alternate member of the Execu- 
tive Board of the World Health Organiza- 
tion. Dr. Brady succeeds Dr. Henry van 
Zile Hyde, Chief of the Division of Inter- 
national Health, Public Health Service, 
Department of Health, Education and Wel- 
fare, who has served as United States 
member of the Executive Board of WHO 
since its founding in 1948. For the past 
three years, Dr. Brady has, by presiden- 
tial appointment, served as the alternate 
United States member of the Executive 
Board. He is Assistant Chief of the Divi- 
sion of International Health. During his 
career in the Public Health Service, he 
has been a specialist in tropical diseases 
and served as president of the American 
Society of Tropical Medicine and Hygiene 
in 1953-54. Since 1950 Dr. Brady has 
been active in international health pro- 
grams and has attended eight sessions of 
the Executive Board of the World Health 
Organization, serving in various capacities. 
He was delegate and acting chairman of 
the United States delegation to the World 
Health Assembly at Mexico City in May 
1955. 

Dr. Charles W. Mayo, alternate member 
of the Executive Board, is Professor of 
Surgery of the Mayo Foundation Graduate 
School, University of Minnesota, and is 
Chairman of the Mayo Association, Mayo 
Clinic, Rochester, Minnesota. Dr. Mayo 
has served in many capacities in national 
and international health activities. He 
was Alternate Representative on the 
United States delegation to the eighth reg- 
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ular session of the United Nations General 
Assembly in 1953 and served as Chief 
Delegate and Chairman of the United States 
Delegation to the World Health Assembly 
at Mexico City in May 1955. He is Presi- 
dent of the American Association for the 
United Nations. 


International Congress of 
Gastroenterology 


The Fifth Meeting of the Internation- 
al Congress of Gastroenterology has been 
scheduled to take place on July 18-21, 
1956, at the Royal College of Surgeons of 
England. The Congress will convene at 
Lincoln’s Inn Fields, London, W. C. 2. 
Dr. Thomas Hunt, D.M., F.R.C.P., will 
preside and Mr. Hermon Taylor, M.D., 
M. Chir., F.R.C.S., will serve as Honorary 
Secretary. Further details may be obtained 
by contacting The London Hospital, White- 
chapel, London, E. 1, England. The sub- 
jects for discussion include ulcerative co- 
litis, premalignant conditions of the gas- 
trointestinal tract, nonmalignant diseases 
of the esophagus and short papers on a 
variety of topics. 


National Cancer Institute 
Reports Survey 


Most types of cancer show a greater in- 
cidence among men than among women, 
which may result from a different degree 
of exposure to environmental factors, ac- 
cording to data from ten metropolitan 
areas studied by the National Cancer In- 
stitute of the Public Health Service, U. S. 
Department of Health, Education, and 
Welfare. The difference in the incidence 
rates increases with age, especially for re- 
spiratory cancer, leukemia, and cancer of 
the buccal cavity. This suggests a differ- 
ence between men and women in terms of 
the intensity or amount of exposure to 
certain factors, such as occupational haz- 
ards and social habits. Only cancer of the 
breast, reproductive organs, and certain 
endocrine glands was found to occur more 
frequently among women than among men. 

These and other significant data are re- 
ported in a monograph just published by 
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the Public Health Service, which presents 
the first of a two-part detailed summary 
and interpretation of the ten integrated 
cancer illness studies. The publication is 
entitled “Morbidity from Cancer in the 
United States—Variation in Incidence by 
Age, Sex, Race, Marital Status, and Geog- 
raphy.” The authors are Dr. Harold F. 
Dorn, Chief, Office of Biometry, National 
Institutes of Health; and Sidney J. Cutler, 
Statistician, National Cancer Institute. It 
is available from the Superintendent of 
Documents, Government Printing Office, 
Washington 25, D. C., at 65 cents a copy. 

The work represents a statistical analy- 
sis of thousands of cancer cases examined 
in ten large population centers which were 
surveyed in 1937-1939 and resurveyed ten 
years later. The cities are Atlanta, Bir- 
mingham, Dallas, New Orleans, San Fran- 
cisco, Denver, Chicago, Detroit, Philadel- 
phia, and Pittsburgh. 


Commenting on the sex variation, Dr. 
John R. Heller, Director of the National 
Cancer Institute, observed that the risk of 
cancer is 60 per cent greater for men than 
for women if genital and breast cancer are 
excluded. “This greater risk is related, in 
part, to the survey’s observation that can- 
cer of the lung and bronchus occurs more 
than five times as frequently, and laryn- 
geal cancer twelve times as frequently in 
men as in women,” he said. 


The report notes a positive correlation 
between cancer incidence and chronologic 
age—the older the person the greater the 
likelihood of cancer. Half of the persons 
with diagnosed cancer, both men and 
women, were between 50 and 70 years of 
age. But great variations were found be- 
tween men and women in the relative 
occurrence of cancer of different parts of 
the body and the age at which the disease 
manifested itself. Men appear more sus- 
ceptible to cancer than women in the first 
two and the last two or three decades of 
the usual lifetime, whereas women have a 
higher rate during the childbearing years. 
In fact, at about the age of 35, relatively 
twice as many women as men have malig- 
nant tumor. After the childbearing pe- 


riod, however, the male rate catches up 
with and exceeds the female rate. 

In women, nearly half of all cancers 
originate in the reproductive organs and 
nearly one-fourth in the digestive system. 
Among men, the reproductive organs ac- 
count for only one in eight cancers, while 
one-third originate in the digestive sys- 
tem. 

The reported incidence of cancer in the 
nonwhite population is less than two- 
thirds of that for the white group, a dif- 
ference due largely to the lower suscepti- 
bility of Negroes to skin cancer (which is 
one of the more common neoplasms among 
white persons). However, the age-ad- 
justed mortality rates are almost identical 
for the two races. - 

The data indicate that the incidence of 
cancer is about one-third greater for white 
persons living in the South and the West 
than for those living in the North, owing 
largely to the higher incidence of skin 
cancer in these areas. 


Nerve Excision after Heart Attack 


Sympathectomy, or the excision of a 
part of a sympathetic nerve, can be used 
for blocking of arteries anywhere. When 
one of the arteries of the heart is blocked 
by a clot, a reflex spasm keeps the artery 
closed. By cutting a nerve near the spinal 
cord this reflex can be broken. The opera- 
tion is the same as that which surgeons 
have done for many years to relieve ex- 
tremely high blood pressure. Employment 
of the method to relieve severe pain after 
recovery from a heart attack is relatively 
new. 

Needle Biopsy for Cancer of Head or Neck 

At a meeting of the American Society 
of Clinical Pathologists in Chicago, five 
New Jersey doctors reported that cancer 
of the head or neck can be detected by the 
needle instead of the cutting method. 

A local anesthetic is first applied to the 
skin over the region of a suspected cancer. 
Then a slender hollow needle attached to 
a plunger is inserted into the diseased 
area. The tissue brought out can be ex- 
amined under the microscope to determine 
whether it is malignant or nonmalignant. 


Comments by the Founder 


When a man plants a tree, or a forest 
of trees—for indeed, more than one man 
has been so ambitious as not to stop short 
of a forest — he finds in this first-hand 
cooperation with nature a satisfaction 
that lies at the very core of his being. 
For, a tree is an enduring thing and a 
beautiful object to contemplate, restful 
and somehow reassuring as well. No less 
is a tree the prototype of man; it does not 
attain its full girth and height without a 
struggle. Like man, it is tossed and 
twisted by every wind that blows, and its 
ultimate quality, again like man’s, is 
measured by the strength which, all its 
life long, it has brought to bear against 
forces that would destroy it. It has been 
said that the wood for the finest violins is 
always taken from the north side of the 
tree, since the most exquisite nuances of 
tone are not to be found in wood that has 
not weathered many storms. 

Undoubtedly, whether consciously or 
not, it is this oddly human character in 
the tree that lies back of its profound at- 
traction. A man who plants a tree feels 
a kinship with it; and well he may. For if 
he has not actually created life, he has 
done the next best thing — he has cher- 
ished the seed out of which a new life can 
grow. 

It was with some such analogy in mind 
that the International College of Sur- 
geons was conceived—not as an architec- 
tural structure, however magnificent and 
imposing, but as a living, natural element 
of creation, rooted deep in reality, branch- 
ing wide in its search for light and truth, 
strong enough to do battle against every 
wind of prejudice, and ultimately great 
enough to cast its healing shadow across 
the world. 

That this dream, after only a score of 
years, has already come true has been 
proved again and again and yet again. 
The latest proof to delight the heart of 


IN FOCUS 


its Founder was the 
recent visit of the 
Swiss Section to the 
Austrian Section, a 
full account of 
which appeared in 
the Bulletin in 
April. At this re- 
markable joint 
= meeting, which in- 
a wee) cluded a clinical 
tour for the Swiss 
Dr. Max Thore surgeons of the 
long-famous hospitals and clinics of 
Vienna, a flawless scientific program was 
offered, with full participation by the 
surgeons of both Sections, and was at- 
tended by the Faculty of Medicine of 
Vienna almost in toto. No less memorable 
was the warm and genial hospitality en- 
joyed by the Swiss guests in that historic 
city; for, although this spirit is strik- 
ingly prevalent in every College gather- 
ing, whether regional, national or inter- 
national, each time it is repeated it 
strengthens the roots of the tree and 
brings out new, vital branches of under- 
standing. Well do we all remember the 
welcome given us everywhere on our tour 
of Europe and Asia a few years ago and 
the royal hospitality accorded us at the 
Twentieth Anniversary Congress in Ge- 
neva, not to speak of many other unfor- 
gettable Congresses in widely separated 
quarters of the world. We in our turn 
have tried to repay this graciousness in 
kind. 

The chief cause of rejoicing, however, 
lies in the autonomous action of two of 
our European Sections in deciding to 
share a Congress, thereby doubling both 
the profit and the pleasure of the occasion 
and adding the increment of both to the 
store of international friendship. There 
is more in such a decision than meets the 
eye, but the heart does not miss it. 


Be 
4 
1 


It is by such means, not by oratorical 
boasting or political maneuvers, that our 
College has grown to its present impres- 
sive stature. Unobtrusively but steadily, 
and with soul-satisfying rapidity, the 
members of our College have shared its 
growth, individually as well as collec- 
tively. They have learned, once and for- 
ever, what the world needs most to know: 
that mankind is a family, periodically 
scattered and shaken by prejudice and 
dissension but dependent for existence it- 
self upon the eventual recognition and 
acceptance of that universal kinship. It 
has been a wonderful experience to watch 
the growth of the College, and with it the 
growth of understanding wherever its 
influence falls. It is impossible, with such 
proof before one’s eyes, to despair of 
man’s ultimate victory over himself, and 
it is a joy beyond expression to see the 
tree we planted in faith become the nat- 
ural shelter of scientific truth in so many 
different tongues. 

This was part of the dream to begin 
with, which may account, perhaps, for its 


early fruition. If the idea of world-wide 
exchange of scientific knowledge came 
first, realization of its power toward 
world-wide amity trod on its heels, and 
the breath-taking combination gave us 
all the impetus we needed to set the plan 
in motion. The International College of 
Surgeons, though its Fellows include 
many of the world’s most skilled disciples, 
cannot heal all the wounds of the world— 
at least, not yet. But how heartening it is 
to know that we would if we could, and in 
the meantime to know that our contribu- 
tion to that healing is not the copper 
penny of patronage but the pure gold of 
true friendship, truly given and most 
gladly received among us all! 

While the spirit that now imbues the 
College persists—and, since it is no empty 
sentimentality but the outgrowth of sound 
conviction, why should it not persist ?— 
our sphere of influence will continue to 
widen, every year reaching more of man- 
kind with its vital message of amity and 
fraternity throughout the world. 


IMPORTANT NOTICE TO ALL CONGRESS PARTICIPANTS 


Those desiring their Congress presentations to appear later as articles 
in the Journal of the International College of Surgeons, please note: 

1. A full copy of the manuscript, together with all illustrations, legends, 
tabular matter and bibliographic references, should be sent DIRECT to the 
Editorial Office, Journal of the International College of Surgeons, 1516 
Lake Shore Drive, Chicago 10, Illinois. Manuscripts so submitted will be 
promptly acknowledged and, on acceptance by the Editorial Board, pub- 
lished as soon after the Congress as possible. The Journal cannot be held 
responsible for loss, failure of acknowledgment, delay in publication or 
nonpublication of any manuscript, or any subsidiary material appertaining 
— which has not been submitted through the official editorial chan- 
nels. 

2. Manuscripts may be submitted in advance of the Congress if desired. 
When this is done, they should be plainly marked with the name, place and 
date of the Congress concerned, to guard against premature publication. 

3. Manuscripts delivered in person to Congress officials or others for 
press reportorial use only should be sent by the recipient to the Public 
ReJations Bureau. 

These requests are made not only to safeguard the Journal from error 
but in the best interests of our contributors. To make sure of prompt 
acknowledgment and efficient handling of your Congress presentation, 
please send it DIRECT to its ultimate destination! 


The Regent for 
the State of Ken- 
tucky, Dr. Joseph 
A. Bowen, arranged 
a most interesting 
dinner meeting for 
the Kentucky State 
Chapter of the 
United States Sec- 
tion of the Interna- 
tional College of 
Surgeons at Louis- 
ville on March 17. 
It was my pleasure to be present at this 
meeting. As in many of the other States 
that I have recently visited, I noted excep- 
tional interest among our Fellows and was 
especially gratified by the many inquiries 
that are coming in from the young sur- 
geons of Kentucky, asking for more infor- 
mation about the International College 
and about membership in the United States 
Section. 

The dinner meeting, which was held at 
the Brown Hotel, was a combined business 
and social gathering. Scientific papers 
were presented and excellent discussions 
followed. It was my pleasure to discuss 
with the members the activities of the Col- 
lege and plans for the coming year. I was 
able to give a detailed account of our plan 
for research grants to our general sur- 
geons. Our surgical fellowships, which 
have been in the planning stages for some 
time, have now come into being, and this 
subject was discussed in considerable de- 
tail. In answer to questions, I stated that 
a number of surgical specialty divisions 
are now planning research grants to sur- 
gical residents on a competitive basis. It 
is felt that such grants from the Interna- 
tional College will not only encourage 
young surgeons to work out research proj- 
ects, but will increase general interest 
among young surgeons in the work of the 
College. 

Lively interest was displayed by partici- 
pants of this meeting in the forthcoming 
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clinical cruise in Europe during the month 
of May. The world cruise, which is being 
planned for late October 1956, also aroused 
considerable interest. Since our organiza- 
tion is an international group, our plan- 
ning is directed toward providing oppor- 
tunities for our members ta visit all 
countries of the world in the coming years. 
This naturally involves considerable co- 
operation on the part of the national sec- 
tions of the various countries that would 
be visited. It is most gratifying to know 
that this cooperation is, in every instance, 
gladly extended. The Japanese Section has 
made preliminary plans for a number of 
days in October 1956 that will be of great 
interest to all who can visit that country. 
In answer to questions regarding the fu- 
ture of the Hall of Fame and its Museum 
and School of the History of Surgery and 
Related Sciences. I was able to give in- 
formation regarding immediate plans that 
will bring about the fulfilment of this 
most important of educational means. It 
is my hope that we will be able to detail 
these plans in a forthcoming issue of the 
Bulletin. 

Following the enjoyable meeting in 
Louisville, I journeyed to California for 
the California State Meeting of the United 
States Section of the College. Dr. Charles 
P. Mathé, presiding for the Northern Cali- 
fornia Chapter, was host at a most inter- 
esting and enjoyable dinner on Tuesday, 
March 20, at the Bohemian Club in San 
Francisco. The meeting had a good repre- 
sentation of members of the Northern 
California Chapter in attendance. The 
following day, the combined meeting of 
the Northern California Chapter and the 
Southern California Chapter convened in 
San Jose. The program of this meeting 
was excellent. Dr. Lester J. Johnson, the 
Regent for the Northern California Chap- 
ter, together with Drs. Mathé and Carmen 
C. Celestre, was, in the main, responsible 
for arranging this get-together. The pub- 
lic information chairman was Dr. R. Stan- 
ley Kneeshaw, whose long experience in 
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medical organizations made it possible for 
him to give an excellent demonstration of 
what a lot can be accomplished through 
good public relations with the press, radio 
and television. An excellent commercial 
exhibit was on view, and served as an ex- 
ample of the sort of thing that might well 
be imitated at other State meetings. Dr. 
Gilbert Douglas of Birmingham, Chair- 
man of the Board of Regents of the United 
States Section, journeyed to California to 
be present at the meeting. He was the 
speaker at the banquet, which was delight- 
ful, and delivered an address entitled, “In 
the Circle of the Rainbow.” This was a 
unique subject and the speech was splen- 
didly received. Southern California was 
extremely well represented. The Regent 
for the Southern California Chapter, Dr. 
Joseph Manuel de los Reyes, and Dr. Em- 
met A. Pearson, presiding for the Southern 
California Chapter, were among those 
present. There was lively discussion among 
the members of the two California groups 
about developing interest in a meeting of 
the International College in California at 
a later date. As it is logical for the United 
States to be the host for some future in- 
ternational meeting of the College, we may 
expect that the Californians will make a 
bid for the privilege. 

In California, also, I found much inter- 
est in the International College of Sur- 
geons among junior surgeons and it was 
the consensus of the officers, especially of 
the Northern California Chapter, that in 
proportion to our ability to unfold for 
young surgeons our many future plans to 
provide surgical fellowships, research 
grants and opportunities for study abroad, 


so shall the number of applications for 
membership from surgical residents grow 
in number. 

Following this most successful Califor- 
nia meeting, it was my pleasure to journey 
to Roanoke, Virginia, where I was the din- 
ner speaker at the Twenty-ninth Annual 
Congress of the Gill Clinic. The subject 
of my address was, “The Future of Spe- 
cialization.” This set off animated discus- 
sion on better methods of preparation for 
examinations of the American boards of 
surgery and, especially, on opportunities 
for young men who seriously wish to pur- 
sue a surgical specialty. 

Dr. Elbyrne G. Gill, the Regent for the 
State of Virginia, is helping to arouse 
great interest in the International College 
of Surgeons by emphasizing the interna- 
tional character of the organization and 
the great opportunities it affords to our 
young surgeons to visit other countries 
and study surgical practices elsewhere. 
Fellows of the International College of 
Surgeons can never emphasize this impor- 
tant point too greatly. The world is be- 
coming so small, travel-wise, that it is not 
difficult for surgeons to take a few days 
away from practice in order to visit clinics 
that are situated 15,000 miles away, With 
national surgical sections in thirty-five 
countries of the world, the International 
College has an opportunity to do great 
good, not only in the field of education, but 
in the promotion of good will. Surely the 
events in the Middle East today demon- 
strate that we must take every opportu- 
nity, through professional contacts, to 
improve friendly understanding among 
the nations of the world. 


The 
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UNITED STATES SECTION 


International College of Surgeons 


My secretary just 
handed me a tele- 
gram from the Chi- 
cago office of the 
International Col- 
lege, advising me 
that the deadline 
for this message is 
April 20 — tomor- 
row. And I had 
been under the im- 
pression that I had 
sent it in before my 
departure for a few 
days’ rest in the 
sunshine of Florida! Tomorrow is still far 
away, provided my calendar does not show 
too many things to be done this evening. 
What does my schedule hold in store? 
Here it is 5:30 p.m., the nineteenth of 
April. By 6:30—one hour from now—I 
must have dressed and had dinner and be 
on my way to the television studio to par- 
ticipate in a program that will be televised 
and will last until 8 p.m. What is the pro- 
gram about? Why, it’s called “Beautiful 
Madison: Keep it Clean.” This is part of 
a movement, which I initiated in 1954, to 
make our city a more wholesome and more 
beautiful place in which to live. It has be- 
come such a popular movement that Wal- 
ter J. Kohler, the Governor of the State 
of Wisconsin, has become interested in ex- 
tending it into a state-wide program of 
civic improvement. Tonight the Mayor of 
Madison, the heads of the park and street 
departments, the superintendent of city 
schools and many other civic-minded peo- 
ple are to meet at 8 p.m. in the Vocational 
School for the third annual kick-off of the 
clean-up campaign. 

In the short space of two years, thou- 
sands of Madison citizens have been at- 
tracted to the project. Homes have been 
painted, lawns resodded, gardens planted, 
waste containers purchased and new cov- 
ered pick-up trucks provided. Our beauti- 
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ful lakes and rivers have been cleared of 
litter. Educational programs have been 
conducted in our schools. Hundreds of 
students of the University of Wisconsin 
have participated in cleaning up their sec- 
tion of the city. And our people have 
learned to avoid being litterbugs. 

This may sound like a far cry from med- 
icine. I believe, however, that it is part 
of the life and duty of every citizen to 
manifest active interest in the state of his 
city, his State and his country. Especially 
do I feel that it is the responsibility of 
doctors, as leaders in their communities, 
to take an active part in civic affairs. By 
so doing, we can improve public relations 
and counteract many moves that would 
have an unfavorable effect on our profes- 
sional activities, even to the point of off- 
setting measures that would impose social- 
ized medicine upon us. 

Over the years, I have, to greater or 
lesser extent, been active in many civic 
movements and various organizations, in- 
cluding the Boy Scouts, the Y. M. C. A., 
alumni associations, the Community Union 
of Madison, the city’s Movie Club and va- 
rious service clubs of all types. During the 
past three years, I have devoted much of 
my time and effort to the promotion of a 
civic auditorium for the City of Madison 
and have contributed in various ways to 
the activities of the University of Wiscon- 
sin. Health permitting, I hope to spend 
much more time on these and similar ac- 
tivities in the future. 

To the members of the International 
College of Surgeons who have been actively 
interested in civic matters, there is little 
need to express how much satisfaction one 
can derive from such activities. It is surely 
a broadening experience to go outside the 
circle of one’s own professional group and 
to break bread with men engaged in other 
fields of work. It would be a wonderful 
thing for our College if all of our members 
would set aside a few hours each week, 
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this year and in coming years, to devote 
their abilities to some worthy civic cause. 
Many: of our members have already at- 
tained national distinction in fields widely 
separated from surgery. Dr. Max Thorek 
is a renowned photographer and author. 
Dr. Arkell Vaughn is a past president of 
the American Medical Authors Associa- 
tion. Dr. Elbyrne G. Gill is, I believe, a 
past national president of his service club, 
And many others have contributed sub- 
stantially to activities, outside the realm 
of their profession and to the benefit of 
their fellow man. 

It is now midnight. The television pro- 
gram went off well and, I feel sure, put 
over our message, promoting civic beauty 
and cleanliness in the City of Madison. 
The meeting that followed was also a suc- 
cess. It was attended by representatives 
from more than a hundred organizations. 
And now, for a whole week, Madison will 
be scrubbed and polished as never before. 


It is as if the city were sprucing up espe- 
cially for the Great Lakes Regional meet- 
ing of the United States Section of the 
International College. For Madison will 
be spotless by the time our meeting con- 
venes on April 26. 

The advance registrations for our meet- 
ing indicate that members of the College 
from at least nineteen States of the Union 
plan to participate in the meeting. It 
promises to be a most successful event. 
This, too, will be a busy week-end, for 
after our meeting ends at 3 p.m. on Satur- 
day, we leave immediately by train for 
Chicago to take part in Council meetings 
there the same evening and on the follow- 
ing morning. Sunday afternoon we shall 
fly to Chattanooga to participate in the 
Southeastern Regional Meeting that is be- 
ing organized by Dr. William Stephenson, 
the Regent for the State of Tennessee. In 
my next message, I will try to give a sum- 
mary of both of these meetings. 


EASTERN REGIONAL SPRING MEETING 
United States Section, International College of Surgeons 


The preliminary program of the Spring 
meeting of the Eastern Region of the 
United States Section of the International 
College of Surgeons, to be held at the 
Sheraton-Brock Hotel in Niagara Falls, 
Ontario, on June 1 and 2, 1956, was pub- 
lished in the April issue of this Bulletin. 
This meeting was organized jointly with 
members of the Canadian Section of the 
International College. 

Two general chairmen, Dr. William 
Campbell Gillick, F.A.C.S., F.I.C.S., of Ni- 
agara Falls, New York, and Dr. Archibald 
Timothy Eaton, F.I.C.S., of Hamilton, On- 
tario, are in charge of organizing the meet- 
ing. The members of the Committee on 
Arrangements are: Dr. John Joseph Car- 
roll, F.A.C.S., F.I.C.S., of Niagara Falls, 
New York;, Dr. Thomas J. O’Brien, 
F.A.C.S., F.L.C.S., of Buffalo, New York; 
Dr. James P. Fleming, F.I.C.S., of Roches- 
ter, New York, and Dr. William Henry 
F.A.C.S., F.I.C.S., of Buffalo, New 

ork. 


In charge of the arrangements for the 
banquet are Dr. Arthur Beaton Whytock, 
M.R.C.S. (Eng.), L.R.C.P. (Lon.), F.A.C.S., 
F.1L.C.S., of Niagara Falls, Ontario, and 
Dr. John James Connelly, F.A.C.S., F.I.C.S., 
of Niagara Falls, New York. Dr. William 
Gonder Weare, F.I.C.S., of Niagara Falls, 
New York, will handle the publicity for the 
meeting. Mrs. W. C. Gillick is the chair- 
man of the Woman’s Auxiliary Committee. 

The program of the meeting, as pub- 
lished in April, remains substantially the 
same in its final revised form. Dr. Walter 
T. Murphey, M.A.C.R., D.A.B., Director of 
Radiology at Roswell Park Memorial Hos- 
pital in Buffalo will close the morning ses- 
sion on June 1 with his presentation of a 
paper entitled, “The Réle of Radiation 
Therapy in the Treatment of Breast Carci- 
noma.” The afternoon session on the same 
day will begin with a report by Dr. R. W. 
Egan, F.A.C.S., Assistant Professor of 
Surgery at the University of Buffalo, on 
the use of hypothermia in general surgery. 


Dr. Herbert Brown, D.A.B., Senior Physi- 
cian at Highland Hospital and Instructor 
in Medicine at Strong Memorial-Rochester 
Municipal Hospitals and the University of 
Rochester Medical School, will lead the 
discussion following Dr. Ross T. McIntire’s 
report on blood derivatives and plasma 
substitutes. The last scientific paper of 
the day will be presented by Dr. Abraham 
Charles Posner, F.A.C.S., F.I.C.S., Visit- 
ing Obstetrician of Harlem, Bronx and 
Lutheran Hospitals, and Consulting Ob- 
stetrician, Bronx Maternity and Woman’s 
Hospital, New York City. He will discuss 
abruptio placentae. Others on the pro- 
gram are: 

e Dr. Harold Courtney, M.Sc. (Med.), 
F.A.P.S., F.1LC.S., D.A.B. (A.R.), who will 
speak on problems encountered in the sur- 
gery of anorectal and pelvirectal abscess 
or fistula. Dr. Courtney is an Honorary 
Fellow of the Brazilian Proctologic Society 
and Chief of the Department of Proctology 
at Syracuse General Hospital as well as 
Consulting Proctologist at Onondaga San- 
atorium, Syracuse, New York. 

e Dr. Palmer O. Eicher, F.A.CS., 
D.A.B., whose topic will be, “Low Back 
Pain: Causes and Treatment,” is on the 
staff of Methodist, St. Vincent’s and In- 
dianapolis General Hospitals-and is an 
Associate in the Department of Orthopedic 
Surgery at the Indiana University School 
of Medicine in Indianapolis. 

e Dr. M. M. Simon, F.A.C.S., F.I.C.S., 
who will read a paper entitled, “Safeguard- 
ing the Laryngeal Nerve in Goiter Sur- 
gery,” is Senior Attending Surgeon at St. 
Francis Hospital and Consulting Surgeon 
in Bowne Memorial, Highland and Mattea- 
wan State Hospitals at Poughkeepsie, New 
York. Dr. Francis A. Gagan, F.C.C.P., 
F.1.C.S., who will lead the discussion on 
Dr. Simon’s paper, is Consulting Thoracic 
Surgeon at St. Francis Hospital, Pough- 
keepsie. 

e Dr. Wallace B. Hamby, F.A.C.S., 
D.A.B., who will speak on the management 
of tic douloureux, is attending neurosur- 
geon at Buffalo General Hospital and Pro- 
fessor of Neurosurgery at the University 
of Buffalo. 


e Dr. Edwin Grace, F.C.C.P., F.A.C.S., 
F.I.C.S., D.A.B., will present a report on 
chemotherapy of suppurative disorders of 
the lung, including tuberculosis. He is 
Associate Attending Surgeon at St. John’s 
Episcopal Hospital and Consulting Surgeon 
at Huntington Hospital in Brooklyn. 

Just as the program on June 1 is to be 
presented entirely by American surgeons, 
so will the program on June 2 be devoted 
to papers by the following Canadian sur- 
geons: 

e Dr. D. L. C. Bingham, F.R.C.S. (Can.), 
F.R.C.S. (Eng.), F.A.C.S., whose topic is, 
“Some Observations on the Treatment of 
Carcinoma of the Breast.”’ He is Professor 
of Surgery at Queens University in Kings- 
ton, Ontario. 

e Dr. Lyon H. Appleby, C.M., F.R.C.S. 
(Can.), F.R.C.S. (Eng.), F.I.C.S. (Hon.), 
will review five hundred gastric resections. 
Dr. Appleby is Chief Surgeon of St. Paul’s 
Hospital in Vancouver, British Columbia. 
He is also President of the Canadian Sec- 
tion of the International College and Vice- 
President of the International College of 
Surgeons. 

e Dr. F. B. Hamilton, F.R.C.S. (Can.), 
F.1.C.S., whose paper will deal with the 
surgical relief of pain, is a member of the 
staff of Hamilton General Hospital and St. 
Joseph’s Hospital in Hamilton, Ontario. 

e Dr. A. K. Mighton, M.B.E., F.R.C.S. 
(Can.), who will discuss a method of treat- 
ment for pilonidal sinus, is also a staff 
member of Hamilton General Hospital and 
St. Joseph’s Hospital at Hamilton. 

e Dr. J. F. Brunton, F.A.C.S., F.1.C.S., 
will point out some of the pitfalls in the 
diagnosis of renal disease. Dr. Brunton is 
Chief of the Department of Urology at 
Hamilton General Hospital. 

The banquet that has been arranged for 
the evening of June 1 will be in honor of 
Dr. Horace E. Ayers, F.A.C.S., F.I.C.S., 
Regent for the State of New York, United 
States Section of the International College. 

Dr. Ross T. McIntire, F.A.C.S., F.I.C.S., 
D.A.B., Vice-Admiral (ret.) of the U.S.N. 
(M.C.), as Executive Director of the In- 
ternational College of Surgeons, will rep- 
resent the top leadership of the College. 
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MIDSUMMER MEETING OF THE EASTERN REGION 


United States Section, International College of Surgeons 


Unlike the members of most organiza- 
tions, who shy away from meetings 
planned at the height of the summer, 
Massachusetts members of the United 
States Section of the International College 
deliberately arrange for one great mid- 
summer meeting. They plan it for the 
week of Independence Day, when the whole 
nation plans for an outdoor holiday. They 
plan the meeting so that it takes place in 
a resort area, with perfect facilities for 
combining leisure and play with scientific 
and educational opportunities for the sur- 
geons who participate. Last year’s meet- 
ing took place on Cape Cod, Massachusetts, 
one of the most delightful playgrounds in 
the New England States. This year, the 
midsummer meeting will convene at York 
Harbor, Maine, a refreshingly cool New 
England resort area on the coast of the 
Atlantic Ocean. The dates for the mid- 
summer meeting of the Eastern Regional 
Division are from July 1 to July 6. Inde- 
pendence Day falling on a Wednesday, it 
will be feasible for many surgeons to allo- 
cate ten days—counting both week-ends— 
which may be spent in the good fellowship 
of their professional colleagues, at the 
same time providing a seaside holiday for 
their wives and children. An excellent 
scientific and educational program for par- 
ticipating surgeons also allows for ample 
opportunities to take advantage of non- 
professional, leisure-time relaxation. 


On the Serious Side 


The program committee is a large one, 
made up of representatives of a number 
of surgical specialties: general, obstetric 
and gynecologic, neurologic, otorhinolaryn- 
gologic, orthopedic, ophthalmic and uro- 
logic. 

The General Chairman for this mid- 
summer meeting is Dr. M. Leopold Brodny, 
F.A.C.S., F.1.C.S., the Regent for the State 
of Massachusetts, United States Section of 
the International College. Dr. Brodny is 
Assistant Clinical Professor of Urology, 


Tufts University School of Medicine, in 
Boston. The program has been so planned 
that scientific sessions will be held from 
9:30 to 12:30 each forenoon on July 2, 3 
and 5. Afternoon sessions will convene 
from 2 to 5 p.m. on July 2 and July 5, and 
from 2 to 5:30 p.m. on July 3. The prin- 
cipal theme of the meeting will be reha- 
bilitation in its various phases. Surgical 
rehabilitation in several specialty fields 
will be dealt with in panel discussions. 
Symposiums will be devoted to such topics 
as hypersplenism and splenectomy, utero- 
tubography, surgery of the esophagus and 
thyroid surgery. 

Among topics to be covered by indi- 
vidual papers, according to the tentative 
program, are an evaluation of furadantin 
in infections of the urinary tract, recon- 
structive surgery following thermal in- 
jury, postoperative cholorrhea, the seque- 
lae of splenectomy, cesarean section in a 
general hospital, the proctologic manifes- 
tations of systemic disease, ovarian trans- 
plantation, hysterectomy and _ vesicoure- 
theral suspension, rupture of the 
supraspinatus tendon, technic of the reha- 
bilitation of the armless, surgical rehabili- 
tation in diseases of the spine and spinal 
cord, surgical treatment of carcinoma of 
the ampulla of Vater and psychic rehabili- 
tation. 

There will be talks on topics of more 
general interest as well, for example, a 
progress report on the International Col- 
lege of Surgeons; a report on the Hall of 
Fame of the International College of Sur- 
geons and one on the International College 
of Surgeons in the Caribbean area; a 
survey of rehabilitation around the world 
with the United Nations; a discussion on 
medical illustrations and their importance 
in medical education, with a demonstra- 
tion of technics, principles and methods. 
Two talks on matters of economic interest 
to the surgeon have also been planned. 
One will deal with insurance programs for 
surgeons and the errors and remedies for 
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such errors. The other will point out ave- 
nues of investment opportunities for 
doctors. 

On the roster of speakers for the mid- 
summer meeting are the following per- 
sons: 


e Dr. Daniel Abramson, F.A.C.S., F.I.C.S., 
D.A.B., Instructor in Obstetrics, Harvard 
Medical School, Boston 

e Dr. Horace E. Ayers, F.A.C.S., F.I.C.S., 
D.A.B., Professor of Gynecology and Obstet- 
rics, New York Medical College, New York 
City, and Regent for the State of New York, 
United States Section, International College 
of Surgeons 

e Dr. Moses Behrend, F.A.C.S., F.I.C.S., 
Associate in Surgery, Jefferson Medical Col- 
lege, Philadelphia; Vice-President of the 
United States Section of the International 
College; and Chairman of the Qualification 
and Examination Council for Associate and 
Junior Members of the International College 
of Surgeons 

e Dr. David D. Berlin, F.A.C.S., D.A.B., 
Clinical Professor of Surgery, Tufts Uni- 
versity, School of Medicine 

e Dr. M. Leopold Brodny, F.A.C\S., 
F.1.C.S., Assistant Clinical Professor of 
Urology, Tufts University, School of Medi- 
cine; Regent for the State of Massachusetts, 
United States Section, International College 
of Surgeons 

e Dr. Frank E. Ciancimino, F.I.C.S. 

e Dr. William Dameshek, F.A.C.P., Pro- 
fessor of Medicine, Tufts University, School 
of Medicine 

e Dr. August F. Daro, F.I.C.S., Professor 
of Obstetrics, Cook County Graduate School 
of Medicine, Chicago 

e Dr. Sidney S. Deutch, F.A.C.S., F.I.C.S., 
Visiting Ophthalmic Surgeon, Boston City 
Hospital 

e Dr. Joseph F. Dorsey, F.A.C.S., F.1.C.S., 
D.A.B., Instructor in Neurosurgery, Tufts 
University, School of Medicine 

e Dr. Gilbert F. Douglas, F.A.CS., 
F.I.C.S., D.A.B., Associate Professor of 
Clinical Gynecology, Medical College of Ala- 
bama, Birmingham, Alabama 

e Dr. Sidney Gellis, Chief Pediatrician, 
Beth Israel Hospital, Boston; Assistant Pro- 
fessor of Pediatrics, Harvard Medical School 

e Dr. Elbyrne G. Gill, F.A.C.S., F.I.C.S., 
D.A.B., Chief of Staff of Gill Memorial Eye, 
Ear and Throat Hospital, Roanoke, Virginia 

e Dr. Earl J. Halligan, F.A.C.S., F.1.C.S., 
Chief Surgeon, Jersey City Medical Center, 


New Jersey; Regent for the State of New 
Jersey, United States Section, International 
College of Surgeons 

e Dr. Samuel S. Hanflig, D.A.B., Instruc- 
tor of Orthopedic Surgery at Tufts Univer- 
sity School of Medicine and Instructor in 
Surgery at Harvard Medical School 

e Dr. Clarence M. Hawke, D.A.B., Clin- 
ical Professor of Gynecology, Hahnemann 
Medical College, Philadelphia 

e Dr. Herschel Heinz, F.I.C.S., Chief Ob- 
stetrician, St. Luke’s Hospital, New Bed- 
ford, Massachusetts 

e Dr. Arnold §S. Jackson, F.A.C.S., 
F.I.C.S., D.A.B., Director of the Jackson 
Clinic, Madison, Wisconsin, and President 
of the United States Section of the Interna- 
tional College of Surgeons 

e Dr. Henry H. Kessler, F.A.C.S., F.I.C.S., 
D.A.B., Medical Director, Kessler Institute 
for Rehabilitation, West Orange, New Jer- 
sey 

e Dr. Lowrain E. McCrea, F.A.C.S., 
F.I.C.S., D.A.B., Clinical Professor of Urol- 
ogy, Temple University, School of Medicine, 
and Chief Attending Urologist, Philadelphia 
General Hospital; Regent for the State of 
Pennsylvania, United States Section, Inter- 
national College of Surgeons 

e Dr. Ross T. McIntire, F.A.C.S., F.I.C.S., 
D.A.B., Vice-Admiral, United States Navy 
(ret.), Executive Director of the Interna- 
tional College of Surgeons 

e Dr. Philip E. Meltzer, D.A.B., Professor 
of Otolaryngology, Tufts University, School 
of Medicine, and Lecturer in Otology, Har- 
vard Medical School 

e Dr. Merrill Moore, D.A.B., Clinical As- 
sociate of Psychiatry, Harvard Medical 
School 

e Dr. Louis H. Nason, F.A.C.S., D.A.B., 
Instructor in Surgery, Harvard Medical 
School 

e Dr. Frank H. Netter, Medical Illustrator 

e A. W. Ormiston, B.A., LL.B., Wharton 
School of Business 

e Dr. Samuel A. Robins, F.A.C.S., D.A.B., 
Professor of Radiology, Tufts University, 
School of Medicine, and Instructor, Harvard 
Medical School 

e Dr. Alan A. Scheer, F.I.C.S., D.A.B., 
Assistant Clinical Professor of Ear, Nose 
and Throat, New York University, New 
York City 

e Dr. George E. Shambaugh, Jr., F.I.C.S., 
D.A.B., Professor of Otolaryngology, North- 
western University,.School of Medicine 

e Dr. Max Thorek, F.B.C.S. (Hon.), 
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F.I.C.S. (Hon.), F.R.S.M. (Eng.), Founder 
of the International College of Surgeons 
and*Secretary General of the College 

e Dr. James W. Watts, F.A.C.S., F.I.C.S., 
D.A.B., Professor of Neurologic Surgery, 
George Washington University, Washing- 
ton, D. C. 

e Dr. Malvin F. White, D.M.D., Assistant 
Professor of Surgery, Tufts University, 
School of Medicine; Instructor in Surgery, 
Harvard Medical School 


On the Lighter Side 


The recreational program during the 
period of the midsummer meeting has 
been organized in such a way as to pro- 
vide not only planned but independent 
activities in which both the surgeons and 
their families can participate. July 1 holds 
in store a social hour, an informal New 
England dinner and an exhibition of 
square dancing. On July 2 after the Wom- 
an’s Auxiliary luncheon, there will be a 
conducted sightseeing tour of the historic 
sites of the area. Songs of yesteryear will 
provide the background music for the so- 
cial hour that will precede the formal 
annual regional banquet, and the evening 
will end with dancing. 

The eve of Independence Day will be 
taken up with a tour by the ladies of gift 
and antique shops in the vicinity. A social 


hour and a formal Fourth of July dinner, 
followed by dancing and a dancing exhibi- 
tion, have been planned. 

Appropriately enough, independent ac- 
tivities—a river cruise, fishing, golfing or 
boating—are on the program before noon 
on Independence Day. A water festival 
and a Maine lobster clambake will bring 
all participants together again on the 
beach. A social hour and a concert of pop- 
ular music will precede the evening’s for- 
mal dinner, which is to be followed by a 
travelogue of a Caribbean holiday and 
formal dancing. 

On July 5, the Woman’s Auxiliary has 
arranged a theatrical get-together for the 
ladies. After an informal evening dinner, 
there will be a theater party at Ogunquit 
Playhouse. The complete program of 
events is being prepared for mailing, and 
additional information about the midsum- 
mer meeting will appear in the June Bul- 
letin. Advance hotel reservations are be- 
ing accepted by the Beacon Travel Service, 
145 Tremont Street, Boston 11, Massa- 
chusetts. Meeting headquarters at York 
Harbor will be the Marshall House and 
the Emerson House. For additional infor- 
mation, please address inquiries to the 
Chairman of the Committee on Arrange- 
ments, Dr. M. Leopold Brodny, 636 Beacon 
Street, Boston 15, Massachusetts. 


For further details, write to: 


IMPORTANT ANNOUNCEMENT FOR 


1957! 

The Tenth Biennial International Scientific Congress of the International 
College of Surgeons will be held at the invitation of the Mexican Govern- 
ment and under the Honorary Presidency of His Excellency Don Adolpho 
Ruiz Cortines, President of the Republic of Mexico, on Feb. 24-28, 1957, 
at University City, Mexico, D. F. The Grand Opening Ceremony will take 
place at the Palace of Fine Arts. The scientific sessions will convene in 
the building of the University of Mexico. 


International College of Surgeons 
1516 Lake Shore Drive 
Chicago 10, Illinois 
Attention: Secretary, Mexican Congress 


Pen Portraits of Distinguished Fellows 


of the 
International College of Surgeons 


HANS SELYE, M.D., F.1.C.S. (Hon.) 


Dr. Hans Selye, Professor and Director 
of the Institute of Experimental Medicine 
and Surgery at the University of Montreal, 
was born on Jan. 26, 1907, in Vienna, into 
the family of Dr. Hugo Selye and Maria 
Felicitas née Langbank. He is married to 
Gabrielle Grant Selye, with whom he has 
four children — Catherine, Michel, John 
and Marie, 

His not only profound but unusually 
versatile academic training began in 1916, 
when he entered the College of the Bene- 
dictine Fathers at Komarom, Czechoslo- 
vakia, for four years of study. He began 
his medical education in 1924 with one 
year of study at the German University of 
Prague and continued with a year of aca- 
demic preparation at both the University 
of Paris and the University of Rome, re- 
turning to the University at Prague for 
two additional years and to earn his degree 
of Doctor of Medicine in 1929. He contin- 
ued graduate studies. at the same school, 
devoting the period from 1929 to 1931 to 
the field of chemistry, on completion of 
which he was awarded the degree of Doc- 
tor of Philosophy. In 1942, after further 
study at McGill University in Montreal, 
he qualified for the degree of Doctor of 

- Sciences, and, in 1950, the National Uni- 
versities of Argentina bestowed upon him 
the degree of Doctor Honoris Causa. 

Dr. Selye’s first professional position in 
1929-31 was that of an assistant in experi- 
mental pathology at the German Univer- 
sity of Prague. He was then granted a 
Rockefeller Research Fellowship for one 
year in the Department of Biochemical 
Hygiene of Johns Hopkins University at 
Baltimore, Maryland, and for two years in 
the Department of Biochemistry at McGill 
University. In 1933 he lectured on bio- 
chemistry at McGill, earning a promotion 


Dr. Hans Selye 


to assistant professorship in the Depart- 
ment of Biochemistry in 1934, a post which 
he occupied until 1937, when he was ap- 
pointed Assistant Professor of Histology. 
In 1941 he was named Associate Professor 
of Histology at McGill, retaining that title 
until 1945, when he was advanced to full 
professorship and was named Director of 
the Institute of Experimental Medicine 
and Surgery at the University of Montreal, 
the post he holds today. In 1947, during 
the administration of President Truman, 
Dr. Selye was named Expert Consultant to 
the Surgeon General of the United States. 


Dr. Selye is a member of the editorial 
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boards of the following professional jour- 
nals: Acta Anatomica, published in Swit- 
zerland; Deutsche Medizinische Rund- 
schau, published in Germany; Excerpta 
Medica, Section II, Biochemistry and 
Pharmacology, and Section III, Endocri- 
nology, published in The Netherlands; 
Folia Clinica International, published in 
Spain; Experimental Medicine and Sur- 
gery, published in the United States; Jn- 
ternational Archives of Allergy and Im- 
munology, published in Sweden; Revue 
Canadienne de Biologie, and others. 

For original work that led to improve- 
ment in the prevention or treatment of 
disease, Dr, Selye was awarded the Cas- 
grain and Charbonneau Prize. The Ameri- 
can Clinical and Climatological Associa- 
tion in 1948 bestowed upon him the Gordon 
Wilson Medal. In 1950, Dr. Selye was the 
recipient of The Heberden Research Medal 
in London, England, and the Medal of the 
Accademia Medico Fisica in Florence. 

Dr. Selye has Fellowships in the Ameri- 
can Association for the Advancement of 
Science, the New York Academy of Sci- 
ences and the Royal Society of Canada. He 
has been elected to Honorary Membership 
in the Aesculapian Society of the Univer- 
sity of Ottawa (Canada); American 
Clinical and Climatological Association 
(U.S.A.) ; Essex County Pathological and 
Anatomical Society (U.S.A.); Heberden 
Society (England); New Jersey Neuro- 
psychiatric Association (U.S.A.); New 
Mexico Clinical Society (U.S.A.); Pan- 
American Medical Association, Section of 
Endocrinology; Sociedad Argentina de 
Biologia (Argentina) ; Sociedad de Biolo- 
gia (Chile) ; Sociedad Colombiana de En- 
docrinologia (Colombia) ; Sociedad Médi- 
co-Quirurgica del Guayas (Ecuador) ; 
Sociedade de Endocrinologia e Metabiolgia 
de Rio de Janeiro (Brazil) ; Sociedade de 
Medicina de Porto Alegre (Brazil) ; Socie- 
dade de Biologia de Porto Alegre (Bra- 
zil) ; Societas Endocrinologica Bohemica 
(Czechoslovakia) ; Société de Pathologie 
comparée (France) ; Société de Pathologie 
rénale (France) ; Svenska Endokrinolog- 
féreningen (Sweden), and others. 

Dr. Selye is an active member of a score 


of scientific and professional groups in the 
United States, Canada, France and Eng- 
land. He is a Member Emeritus of the 
American Society for Clinical Investiga- 
tion and a Founder of the International 
College of Allergies. He is Corresponding 
Member of several South American and 
Western European scientific bodies. He 
has been special guest lecturer at The 
Naval Medical School at Bethesda, Mary- 
land (U.S.A.) and at The Royal College 
of Physicians (Canada). 

The numerous books written by Dr. 
Selye in the course of his rich career fall 
into three principal categories: endocri- 
nology; the physiology and pathology of 
systemic stress, and the adaptation syn- 
drome, originally described by him. 

Dr. Selye’s record of scientific achieve- 
ments is encyclopedic. In reviewing his 
enviable record, one tends to forget that 
the moving force behind these scientific 
attainments, which have received interna- 
tional recognition, is a living, breathing 
human being, still in his forties. 

Everyone who has ever visited Dr. Selye 
in his laboratories at the University of 
Montreal speaks of the great pleasure with 
which the profound scholar conducts pri- 
vate tours through his laboratories, dis- 
playing the experimental animals which 
played so vital a role in the doctor’s epoch- 
making contributions to the study of stress 
and of adaptation, on which subjects he 
has written volumes. Visitors comment on 
his strikingly virile appearance and of his 
eyes, which are at once keen, penetrating 
and extremely kind. Of average height, 
Dr. Selye carries his well proportioned 
body with an erectness that makes him 
seem a tall man. That he is brilliant goes 
without saying. His most endearing traits 
are his engaging personality, his warm- 
heartedness and his sympathetic under- 
standing. 

It was with a sense of deep pride in the 
work of a fellow scientist and surgeon and 
of appreciation for his human qualities 
that the Credentials Board of the Interna- 
tional College of Surgeons elected Dr. 
Hans Selye an Honorary Fellow of the 
College two years ago. 
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Qualifications for Membership 


United States Section 
International College of Surgeons 


The Qualification and Examination Council for Membership in the United States 
Section of the International College of Surgeons has revised the qualifications required 
of candidates applying for the various types of membership offered by the Interna- 
tional College of Surgeons. For the convenience of the many surgeons who have ex- 
pressed interest in membership in the International College, those qualifications have 
been released for publication in this Bulletin by Edward L. Compere, M.D., F.A.C.S., 
F.I.C.S., D.A.B.O.S., Secretary of the Qualification and Examination Council. 


QUALIFICATIONS FOR JUNIOR MEMBERS 


A candidate for Junior Membership in 
the United States Section of the Interna- 
tional College of Surgeons shall: 

e Bea graduate of an approved medi- 
cal school. 

e Be 35 years of age or younger. 

e State in writing his intent to con- 
tinue training in surgery, to qualify in 
time for one of the American boards of 
surgery or one of the American boards 
of surgical or related specialties and to 
strive to become a Qualified Fellow of 
the International College of Surgeons. 

e Present letters of recommendation 
from surgeons who know the candidate 
and are members of national or regional 
surgical societies. 

e Be willing to abide by the Code of 
Professional Ethics adopted by the 
House of Delegates of the American 
Medical Association. 

e Present character references from 
persons prominent in his own commu- 
nity, preferably from his own spiritual 
advisor and recognized civic leaders. 

A Junior Member of the United States 
Section of the International College of 
Surgeons shall receive an identification 
card but shall not be eligible to receive the 
diploma of the International College of 
Surgeons. 
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The advantages of Junior Membership 


in the International College of Surgeons 
are that: 


e Junior Members pay no admission 
fees or dues. 

e The United States section offers 
several scholarships, which are awarded 
annually. Junior Members of the United 
States Section of the College are at an 
advantage whenever they apply for one 
of these scholarships, if they qualify. 
The College has been instrumental in 
placing some of its Junior Members in 
positions of advantage, which afford ex- 
cellent opportunities for resident and 
research work in surgery. 

e Junior Members have the privilege 
of presenting papers before our annual 
and sectional meetings, where they will 
have the opportunity of becoming ac- 
quainted with many of the outstanding 
surgeons of this country and of other 
lands. 

e Membership also entitles one to let- 
ters of introduction to the officers of 
sections of the International College of 
Surgeons in other countries, thus afford- 
ing an opportunity for study abroad in 
some of the leading surgical centers of 
the world. 


Ws 

“4 


QUALIFICATIONS FOR ASSOCIATE MEMBERS 


A candidate for Associate Membership 
in the United States Section of the Inter- 
national College of Surgeons shall: 

e Bea graduate of an approved medi- 
cal school. 

e Be engaged in the practice of sur- 
gery, of one of the surgical specialties 
or of a specialty affiliated with surgery 
and so recognized by the International 
College of Surgeons, 

e Have passed Part I of the examina- 
tions given by one of the American 
boards of surgery, OR 

e Have completed training in surgery 
equivalent to that required for taking 
Part I of the examinations of one of the 
American boards of surgery, OR 

e State in writing his intention of 
preparing for and taking the examina- 
tions of one of the American boards of 
surgery, OR 

e Have practiced as a surgeon for at 
least ten years. 

e Indicate an interest in, and have the 
potential qualifications for, becoming a 
Qualified Fellow of the International 
College of Surgeons in due time. 

e Meet the requirements for full Fel- 
lowship in the International College of 
Surgeons within five years, failing 
which he shall be dropped from As- 
sociate Membership. 


e Be willing to abide by the Code of 
Professional Ethics adopted by the 
House of Delegates of the American 
Medical Association. 

‘e Present character references from 
persons prominent in his own commu- 
nity, preferably from his own spiritual 
advisor and recognized civic leaders. 

e Present letters of recommendation 
from surgeons who are members of na- 
tional or regional surgical societies. 

e Present letters of recommendation 
both from the member who nominates 
him to membership and from the mem- 
ber who seconds his nomination. 

e Be a member of the American Medi- 
cal Association. Membership in a recog- 
nized surgical association, or a national 
surgical society will be viewed favorably 
by the Qualification and Examination 
Council in their consideration of 
candidates who are older than 40 years 
of age and who have not passed the ex- 
aminations of one of the American 
boards of surgery. 

An Associate Member of the United 
States Section of the International College 
of Surgeons will receive an identification 
card but will not be eligible to receive the 
diploma of the International College of 
Surgeons. 


QUALIFICATIONS FOR FELLOWSHIP 


A candidate for Fellowship in the In- 
ternational College of Surgeons shall: 

e Bea graduate of an approved medi- 
cal school. 

e Have been qualified by one of the 
American boards of surgery, of one of 


the American boards of surgical or re-' 


lated specialties or an allied specialty, 
e.g., Roentgenology, Anesthesiology or 
Pathology, or shall comply with the ex- 
ceptions listed further on. 
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e Present letters of recommendation 
both from the member who nominates 
him to Fellowship and from the member 
who seconds his nomination. 

e Present letters from surgeons in 
the same State or region in which the 
candidate himself practices. These sur- 
geons must be Qualified Fellows of the 
International College of Surgeons or 
members of a national or a regional sur- 
gical society. Their letters must favor 
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the candidate’s application for Qualified 
Fellowship in the International College 
of Surgeons. 

e Be willing to abide by the Code of 
Professional Ethics adopted by the 
House of Delegates of the American 
Medical Association. 

e Present character references from 
persons prominent in his own commu- 
nity, preferably from his own spiritual 


advisor and recognized civic leaders. 

e Appear before the Credentials 
Committee of his State or his Region 
or, if that cannot be arranged, before 
the Regent or Vice-Regent for his State 
for an interview. He can then be recom- 
mended to the Central Committee of 
Qualification and Examination Council 
for Qualified Fellowship, United States 
Section, International College. 


EXCEPTIONS 


After careful consideration by the Cen- 
tral Committee of the Qualifications and 
Examination Council for Qualified Fellow- 
ship exceptions to the second qualification, 
listed above, may be made: 

A. If the candidate is a teacher in a 
medical school or a surgeon more than 45 
years of age who, for reasons which the 
committee believes to be sufficient, has not 
or could not have taken the examination 
of an American board of surgery but who 
has nevertheless achieved recognition 
among his surgical colleagues and peers 
for outstanding surgical practice in his 
community or for his contributions to the 
medical literature, to discovery and re- 
search or, by teaching, to medical educa- 
tion. 

B. If the candidate is between 40 and 
50 years of age and has not been qualified 
by one of the American boards of surgery 
but is recommended by the Credentials 
Committee of his own State or Region, 
provided he submits to and passes a quali- 
fying examination required by the Cen- 
tral Committee of the International Col- 
lege of Surgeons Qualification and Exami- 
nation Council for Fellowship. 

C. A candidate who is 50 years of age 
or older, who has not been qualified by one 
of the American boards of surgery but 


who is nevertheless recommended by the 
Credentials Committee of his State or Re- 
gion may become a Qualified Fellow of the 
International College of Surgeons, pro- 
vided his Fellowship meets with the ap- 
proval of both the Central Committee of 
the Qualifications and Examination Coun- 
cil for Fellowship and the Internationa! 
Board of Governors of the International 
College of Surgeons. Candidates in this 
category will be asked to submit a list of 
operative cases and to appear at the In- 
ternational College of Surgeons for an oral 
interview. This interview will ascertain 
the extent of each candidate’s actual sur- 
gical experience and his competence in 
performing major surgical] operations. 
Candidates in this category, favorably 
acted upon by the above committees, will 
not be required to take a written exami- 
nation. 

No candidate under 40 years of age 
who has not been certified by an American 
board of surgery or by one of the Ameri- 
can boards of surgical or related special- 
ties can, under any circumstances, qualify 
for Qualified Fellowship in the Interna- 
tional College of Surgeons. Candidates in 
this category may, however, qualify for 
Associate Membership. 


BOARD OF APPEALS 


The United States Section of the In- 
ternational College of Surgeons has ap- 
pointed a special Board of Appeals, to 
hear and to evaluate the grievances of 
candidates whose applications for Quali- 
fied Fellowship have been acted upon ad- 
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versely. In such instances, the appealing 
candidate shall present his reasons for 
thinking that the Board of Appeals should 
reconsider his application. The decision of 
the Board of Appeals of the United States 
Section shall be final. 
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Woman's Auxiliary 


United States and Canadian Sections, International College of Surgeons 
PRESIDENT’S MESSAGE 


At the joint meeting of the Southern 
California Chapter and the Northern Cali- 
fornia Chapter at San José, the Woman’s 
Auxiliary was represented by Mrs. Pierre 
Galland and Mrs. Suren Babington. They 
will also attend the meeting at Santa Bar- 
bara later this year. 

Mrs. M. L. Brodny reports that plans 
are shaping up excellently for the program 
of the Eastern Regional Division of the 
United States Section of the International 
College of Surgeons at York Harbor, 
Maine, from July 1 to July 6, taking in the 
Fourth of July week-end. It is not too 
early to be thinking of spending some de- 
lightful days at this “resort” meeting. The 
program for the ladies calls for a theater 
party at the famous Ogunquit Playhouse, 
a guided tour of antique shops, an after- 
noon tea and a lobster bake. Mrs. George 
C. Robbins will be at the meeting to take 
charge of memberships for the ladies. 

The Woman’s Auxiliary of the United 
States and Canadian Sections of the Inter- 


national College of Surgeons, as an organi- 
zation devoted to promoting surgical edu- 
cation and research, has been granted a 
tax-exempt status by the United States 
Bureau of Internal Revenue. This status 
means that gifts made to the Woman’s 
Auxiliary are not taxable by the Federal 
Government. We hope that many members 
of the Auxiliary and of the International 
College of Surgeons will take this into con- 
sideration, when planning their program 
of donations for the year. What better 
way can money be used than in helping out 
our program of providing surgical schol- 
arships and grants for surgical research? 
We all know the far-reaching effects which 
the renowned Rhodes scholarships have 
had. It is our dream that the Woman’s 
Auxiliary may be the means of extending 
similar help to outstanding surgeons, 
whose contributions may be a blessing to 
all mankind. For, truly, science knows no 
national barriers. 

—Gail Brooks Burket 


MRS. CLIFTON L. DANCE, PRESIDENT-ELECT 


Public service has been so much a part 
of the day-to-day life of Mrs. Clifton L. 
Dance, the President-Elect of the Woman’s 
Auxiliary of the United States and Cana- 
dian Sections of the International College 
of Surgeons, that she is well qualified 
for the position of trust which she pres- 
ently holds in the College. This experi- 
ence began with her enlistment in 1917 in 
the United States Navy, where she rose in 
rank front Yeoman (f), Second Class, to 
Chief Yeoman (f), the highest rank at- 
tainable during World War I by a woman. 
It is this period of service of which she is 
most proud and which gave her most cause 
for a sense of pride in an experience 


which was altogether satisfying as well as 
rewarding. 

When in 1932 the country was again go- 
ing through a period of severe trial be- 
cause of a disrupted economy, Mrs. 
Dance’s thoughts once again turned to 
problems bigger than self—the concern for 
the welfare of others. She played her part 
by founding St. Joseph’s Guild, an auxil- 
iary organization to assist in the work of 
the Nursing Sisters of the Sick Poor, 
who had dedicated themselves to visiting 
and caring for the sick, whatever their 
national, religious or cultural origins. This 
organization has grown from a member- 
ship of 120 to 700 under the guidance of 


Mrs. Clifton L. Dance 


its founder, who, in the early years of the 
existence of the organization, also served 
as its president. Mrs. Dance is today the 
honorary president of the Guild. 

Mrs. Dance has held positions of leader- 
ship in the American Legion, the Harbor 
Delphians, the Catholic Thrift Shop, Inc., 
the Urban Club, the Brooklyn Catholic Big 
Sisters, the Dr. White Catholic Settlement, 
St. Joseph’s Guild and the Bay Ridge 
(Brooklyn, New York) Garden Club. 

As the wife of Dr. Clifton L. Dance, 
F.1.C.S., Mrs. Dance began her work not 
only with St. Joseph’s Guild but the Wom- 
an’s Auxiliary of the Medical Society of 
the County of Kings (New York State), 
in which organization she rose to member- 
ship on the executive board. Beginning 
her activities in the Woman’s Auxiliary of 


the New York State Chapter of the United 
States Section of the International College 
of Surgeons, where she rose to presidency, 
Mrs. Dance has within a few years risen 
to the second highest position the Woman’s 
Auxiliary of the College has to offer: 
President-Elect. 

Mrs. Dance has three sons, to whom, 
like Cornelia, she refers as her “jewels.” 
Her eldest son, Clifton L. Dance Jr., is a 
captain in the Medical Corps of the United 
States Armed Forces, having specialized 
in anesthesiology. The second son, William 
Henry Dance, is an attorney-at-law in 
Grosse Pointe, Michigan. And the young- 
est son, Francis X. Dance, had an assistant 
professorship in speech at the University 
of Illinois while working for his degree of 
Doctor of Philosophy at Northwestern 
University. He was called into the service 
of the United States Armed Forces and is 
currently stationed in the nation’s Capital. 

Mrs. Dance is an energetic and vital per- 
son with an excellent knack for allocating 
her time and her efforts in efficiently meas- 
ured proportions. She has fulfilled the 
social obligations nearest to her heart, has 
raised three sons to a useful manhood and 
has, at the same time, admirably played 
one of the most exacting réles that a 
woman could be called upon to undertake 
—that of the doctor’s wife. The Woman’s 
Auxiliary, in electing Mrs. Dance to her 
present high office, selected her for this 
combination of accomplishments as well as 
for countless sterling attributes that 
emerge only when people work together. 
They look forward to her administration, 
assured that Mrs. Dance will find some 
simple way to surmount whatever obstacle 
turns up in time in the path of any organ- 
ization. What is more, they feel, she can 
clear hurdles with unruffled poise and 
warm friendliness. 


The 
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ARGENTINE SECTION 
International College of Surgeons 


The Argentine Section of the Interna- 
tional College of Surgeons has added two 
fine exhibits to its already considerable 
contributions to the Hall of Fame of the 
International College. The first of these is 
a bronze relief of Dr. Enrique Corbellini 
(1872-1920), a surgeon of Rosario, Argen- 
‘tina, who was one of the founders of the 
Faculty of Medical Sciences of his city. 
Dr. Corbellini is credited also with having 
organized the emergency surgical services 
in Rosario. Among his most important 
contributions to the medical] literature are 
his writings on inguinal hernia. 


The second gift for the Argentine Hall 
is a bust of Dr. Cosme Argerich (1779- 
1849), who was responsible for organizing 
the work of the Escuela Protomedicato, a 
medical institution responsible for the ex- 
amination and licensing of members of the 


medical profession. Dr. Argerich was a 
teacher of chemistry, botany and pharma- 
cology at the same school in 1802. The 
teaching of medicine, as planned by him, 
was approved and put into practice in the 
Institute of Military Medicine, which was 
created by the Argentine Assembly in 
1813, and, when the University of Buenos 
Aires was established in 1821, thereby do- 
ing away with the need for an Institute of 
Military Medicine, Dr. Argerich’s program 
of studies was applied there as well. He 
became first Professor of Surgery in the 
University of Buenos Aires. 

Both the bronze bas-relief and the bust 
are the work of Luis Perlotti, a noted con- 
temporary Argentine sculptor. They will 
be placed in the Argentine Room. 
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PERUVIAN SECTION 
International College of Surgeons 


The Faculty of Medicine of the National 
University of San Marcos of Lima, Peru, 
has sent a gift to the Hall of Fame of the 
International College of Surgeons. The 
life-sized painting is of Don Hipdlito 
Unanue, Founder of the Medical School of 
Lima. Dr. Unanue, born in Africa in 1755, 
wrote extensively on the climate of Peru 
and, in 1791, began to contribute regularly 
to Mercurio peruano, a periodical launched 
by a group of men who were known as 
“amantes del pais.” This periodical ran 
into eleven volumes with priceless contri- 
butions on Peruvian topography, botany, 
history, mining, commerce and statistics. 
Dr. Unanue also published a guide to Peru 
from 1793 to 1798, having taken on the 
work of Dr. Cosme Bueno, a geography 
scholar. 

The painting is from the brush of the 
famed Spanish artist, Cuenca Mufios, and 
will hang in the Peruvian pavilion of the 
Hall of Fame. It was procured through 
the efforts of Dr. Oswaldo Hercelles, Dean 
of the Faculty of Medicine, and Prof. Dr. 
Francisco Grafia, Professor of Surgery, 
San Marcos University and Past President 
of the International College of Surgeons. 


Portrait of Don Hipolito Unanue 


PHILIPPINE SECTION 


International College of Surgeons 


In the recent election of officers for the 
Philippine College of Surgeons, which 
holds joint meetings with the Philippine 
Section of the International College of 
Surgeons annually, several Fellows of the 
International College were honored with 
offices of importance. 

e Dr. Jose Y. Fores, F.P.C.S., F.1.C.S., 
the new President of the Philippine Col- 
lege of Surgeons, is also one of the four 
Regents of the Philippine Section of the 
International College of Surgeons. He is 
associated with the College of Medicine of 
the University of Santo Tomas. 

e Dr. Francisco C. Guzman, F.P.C.S., 
F.I.C.S., the newly elected Vice-President, 


has also served as a Regent in the Philip- 
pine College of Surgeons. 

e Dr. Luis F. Torres Jr., F.P.C.S., who 
was elected for another term as Secretary- 
Treasurer of the Philippine College, is a 
Fellow of the American College of Sur- 
geons. 

The Philippine College of Surgeons elects 
four Regents, and those who won that 
office in these elections are: 

e Dr. Porphirio M. Recio, F.P.C.S., 
F.1.C.S., Associate Professor of Surgery in 
the College of Medicine of the University 
of the Philippines. Dr. Recio is also at- 
tending surgeon at Philippine General 
Hospital. 


e Dr. Jaime E. Laico, F.P.C.S., was re- 
elected to the office of Regent. . 

e Dr. F. D. Manalo, F.P.C.S. 

e Dr. N. A. Espinola, F.P.C.S. 

Through the excellent cooperation of 
the two surgical organizations, a splendid 
scientific program was arranged for the 
most recent joint meeting, which convened 
in December 1955. On three days of the 


four-day meeting, demonstrations of sur- 
gical operations had been arranged at six 
of the leading hospitals of the Philippines. 
The close, constructive collaboration ob- 
served in the work of the two organizations 
is exemplary and most gratifying to be- 
hold. Dr. Ross T. McIntire represented the 
International College of Surgeons on this 
occasion. 


THAI SECTION 


International College of Surgeons 


The annual meeting of the Thai Medical 
Association, which was held recently, 
elected as its president Air Force Vice- 
Marshal Chua Punsoni, R.T.A.F. (M.C.), 
M.D., F.I.C.S. Dr. Punsoni is Surgeon Gen- 
eral as well as Technical Advisor in Medi- 
’ cine in the Royal Thai Air Force. He is 
President-Elect of the Thai Section of the 
International College of Surgeons, an Hon- 
orary Member of the Association of Mili- 
tary Surgeons of the United States of 
America and a Founding Member of the 
Thai Section of the International College. 

The midyear meeting of the Thai Sec- 
tion of the International College of Sur- 
geons will convene at the Royal Thai Air 
Force Base Hospital in Bangkok, Thailand, 
on May 25, 1956. The morning session of 
this one-day meeting will be devoted to 
scientific papers, to be presented by young 
Thai surgeons, covering topics in various 
fields of surgery. After luncheon, which 
will be served to all members and guests 
participating in the meeting, will tour the 
Air Force Base Hospital. 


Dr. Chua Punsoni 


TURKISH SECTION 


International College of Surgeons 


At its Annual Congress which convened 
on March 9, 1956, the Turkish Section of 
the International College of Surgeons re- 
elected the following members to its 
administrative committee: 

e Prof. Dr. Fahri Arel, F.I.C.S., Presi- 
dent. Prof. rel is a member of the Inter- 
national Board of Governors of the Inter- 
national College and Dean of the School of 
Medicine, University of Istanbul, Istanbul, 


Turkey. 

e Dr. Feridun Sevket Evrensel, F.I.C.S., 
Vice-President. 

e Prof. Devris Manizade, F.I.C.S., Gen- 
eral Secretary. Dr. Manizade is a Member 
of the International Board of Governors of 
the International College and is associated 
with the University of Istanbul. 

e Assoc. Prof. Dr. Nihat Dorken, 
F.1.C.S., Treasurer. 
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BRAZILIAN SECTION 
International College of Surgeons 


The Executive Council of the Brazilian 
Section of the International College of 
Surgeons met in Sao Paulo on March 6, 
1956. One of the important topics dis- 
cussed was the participation of the Bra- 
zilian Section in the Twenty-first Annual 
Congress of the United States and Cana- 
dian Sections of the College in Chicago in 
September. The meeting of the Executive 
Council decided that each of Brazil’s nearly 
thirty Regional Divisions would send: at 
least one representative to the Congress, 
in addition to the representatives for the 
Brazilian Section as a whole. 

A decision was made to send a congratu- 
latory message on behalf of the Brazilian 
Section to Dr. Domingos Delascio, F.I.C.S., 


Associate Professor of Obstetrics and 
Gynecology of the Medical Faculty of Sao 
Paulo University, on his appointment to a 
post in the Academy of Medicine of Sao 
Paulo. 

‘Plans were made to install two new Re- 
gional Divisions in the near future, that 
of Santa Maria in Rio Grande do Sul and 
that of Uruguaiana. 

Dr. Pedro Teruel Romero was appointed 
Regent of the Marilia Regional Division, 
to replace Dr. Francisco Trentini. 

Engaged to prepare the murals which 
the Brazilian Section has decided to donate 
to the Hall of Fame of the International 
College of Surgeons was Mr. Augusto Es- 
teves, 


Tribute to the Late Prof. René Leriche 


Recife Regional Division organized a 
ceremonial meeting for the purpose of pay- 
ing posthumous tribute to the late Prof. 
René Leriche. The meeting was presided 
over by Prof. Antonio Figueira, F.I.C.S., 
Director of the Faculty of Medicine. Among 
prominent persons attending the meeting 
were the Consul and the Cultural Attaché 
of the Republic of France -and France’s 


representative to the United Nations. The 
meeting was opened by Dr. Salomao Kel- 
ner, F.I.C.S., Associate Professor of Surgi- 
cal Technic, Faculty of Medical Science, 
and President of Recife Regional Division. 
Prof. Eduardo Wanderley Jr., F.1.C.S., Past 
President of the Regional Division and 
Professor of Operative Technic and Ex- 
perimental Surgery of the Medical Faculty 


At the memorial services commemorating Prof. Leriche, left to right: Dr. Salomao Kelner, Presi- 

dent of the Regional Division; Prof. Romero Marques; the Consul for France; Prof. Anténio 

Figueira, Director of the Faculty of Medicine; Representative of O.N.U.; the Cultural Attaché for 
France, and Prof. Eduardo Wanderley. 
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of Recife University, speaking on behalf 
of Recife surgeons, presented the address 
of tribute. Prof. Dr. Romero Marques, 
F.1.C.S., Professor of Surgical Propaedeu- 
tics of the Medical Faculty of Recife Uni- 
versity, reviewed the life and work of 
Prof. Leriche. 

Prof. Leriche was born in Roanne in the 
Loire Province of France on Oct. 12, 1879, 
the son of Ernest and Marie (née Cha- 
mussy) Leriche. After preliminary educa- 
tion at the College of St. Chamont, he 
secured his degree of Doctor of Medicine 
from the University of Lyon in 1906. Har- 
vard University awarded to him the Hon- 
orary Degree of Doctor of Sciences in 1929. 
In 1935, the University of Glasgow be- 
stowed upon him the degree of Doctor of 
Laws. He received honorary doctorates 
from numerous universities, among them 
La Paz, Lisbon, Montevideo, Lima, Coim- 
bra, Oslo, Geneva and Porto. He held an 
assistant professorship in the University 


of Lyon from 1910 to 1920 and lectured 
on Experimental Surgery from 1920 to 
1924. He was professor of Clinical Surgery 
at the University of Strasbourg from 1924 
to 1937, when he was named Professor of 
the Collége de France. 

In 1929, Prof. Leriche taught surgery 
at Peter Bent Brigham Hospital in Boston 
and at the Lakeside Hospital of Western 
Reserve University in Cleveland. He was 
an Honorary Fellow of the American Col- 
lege of Surgeons and the Royal College of 
Surgeons (England), a member of the 
Academy of Sciences of Paris and Corre- 
sponding Member of the Academies of 
Medicine of Brussels, Rome, Buenos Aires, 
Rio de Janeiro and others. He received 
awards, medals and decorations from a 
number of countries and was ah officer of 
the French Legion of Honor. He was the 
author of numerous volumes on surgical 
subjects, particularly vascular surgery, 
which was his specialty. 


NEW HEADQUARTERS OF 
THE INTERNATIONAL COLLEGE OF SURGEONS 
IN NEW YORK CITY 


The most impressive new structure to 
have risen recently against the skyline of 
midtown Manhattan, New York City, is 
the Coliseum, which will open its doors to 
three great exhibitions on April 28 and to 
tenants of its twenty-six story executive 
office building on May 1. The International 
College of Surgeons has a special interest 
in the Coliseum because the College will 
share a suite of offices in it with The 
World Medical Association and its United 
States Committee. 

The Coliseum has been appropriately 
named, for it was planned by the leaders 
of New York City as a civic center, roomy 
enough to accommodate all of the major 
organizational, cultural and convention 
activities that tend to gravitate toward the 
great metropolis. The Coliseum boasts 
nine acres (3.645 hectares) of floor space, 
or enough to accommodate four large ex- 
positions or exhibits simultaneously, with 
independent lobbies, ticket offices, exhibi- 
tion areas, refreshment and other facili- 
ties. The new building was built at a cost 


of $35,000,000 and is reportedly larger 
than any permanent exposition building 
that has ever been erected. Air-condition- 
ing throughout_the building will provide 
cool, dry spring comfort for persons at- 
tending conventions, viewing exhibitions 
or working in the Coliseum, regardless of 
what happens to the outdoor weather. The 
main exposition hall, according to reports, 
is large enough to swallow a six-story 
building of generous dimensions. Over- 
looking Central Park—the beautiful oasis 
in the heart of the world’s most bustling 
city—tthe Coliseum has all of the latest 
improvements designed to facilitate office 
procedures. It is, moreover, within easy 
reach of all types of transportation, be- 
sides accommodating 850 automobiles in 
its underground garage. 

The American Medical Association, 
whose annual meetings draw one of the 
largest audiences to convene in the United 
States at one time, has already reserved 
space in the Coliseum for its annual con- 
vention in June 1957. 


THE IMPORTANCE OF INTERNATIONAL CONFERENCES 


Prof. Dr. Francisco Grafia, F.A.C.S., F.I.C.S. (Hon.) 
Past President, International College of Surgeons 


> One of the more inter- 
m esting aspects of our tre- 
mendous progress, wheth- 
er it involves mysteries of 
the atom or the more re- 
mote frontiers of material 
and spiritual development, 
is the obvious predomi- 
nance of science over 
other spheres of learning. 
In the development of 
technic and the natural sciences, the inter- 
esting feature is the amazing speed with 
which it has progressed in a seemingly 
brief flash of history — between the last 
third of the past century and the present. 
Medicine, surgery and the related sciences 
have probably undergone the most dra- 
matic historical development. 

From man’s earliest times, he has gained 
experience and added to his fund of learn- 
ing by observing natural phenomena and 
by struggling against disease and death. 
Nevertheless, the steps of progress have 
seemed widely spaced and slowly moving 
through the centuries, as compared with 
what is taking place today. As recently as 
the second half of the nineteenth century, 
diseases were attributed to evil spirits and 
miasmas. Just a few score years ago, one 
renowned surgeon expressed his belief 
that surgery had reached its maturity and 
had exceeded all possibility of further per- 
fection. Since that time, however, we have 
mastered asepsis, introduced antisepsis, 
immunity and preventive vaccination. We 
have perfected anesthesia, unfolding un- 
precedented vistas to exploration and to 
more daring intervention. Roentgenology 
has solved grave and inexplicable prob- 
lems of diagnosis, and roentgen therapy 
has contributed to the management of ma- 
lignant neoplasms. Biochemistry and bio- 
physics, with such derivative fields as 
chemical, antibiotic and physical therapy, 
are in daily use. Hormone therapy is re- 


Dr. Francisco 
Granta 


Lima, Peru 


sorted to in the treatment of aberrations 
of the endocrine system. The tremendous 
progress in psychology makes it possible 
to penetrate the hitherto unfathomable 
realm of the subconscious and to recognize 
the fine line separating corporal from psy- 
chic life, thereby providing the basis for 
psychiatry, psychotherapy and psychoso- 
matic medicine. Extraordinary progress 
in thoracic and cardiologic surgery has 
made it possible to treat congenital as well 
as acquired heart lesions which used to be 
considered incurable, Impressive advances 
in neurology and neurosurgery have made 
it possible to relieve and to cure illnesses 
and have contributed substantially to an 
understanding of the physiologic and 
physiopathologic make-up of the central 
nervous system. 

This immense accumulation of achieve- 
ments, principles, doctrines and methods— 
sufficient to revolutionize the entire field 
of medicine—has been the result of the 
work of far-sighted men of genius, whose 
essential attribute has been their deter- 
mination to discover truth where mystery 
had dominated earlier generations and to 
anticipate the more remote relation be- 
tween feats as yet unattained. It is the 
fruit of the efforts of countless anonymous 
and silent workers whose lives have been 
devoted to cheerless hospital wards or to 
the solitude of their laboratories. It is the 
result of collective effort on the part of 
learned societies and academies. 

One of the most important factors ac- 
celerating scientific development is the 
more complete and more intensive inter- 
change of knowledge, experience and es- 
sential discoveries by institutions and by 
individuals, who bring to light, despite 
obstacles, ways of protecting human health 
and of prolonging the life of man. 

Isolation, imposed not only by obstacles 
to communication but by erroneous and 
narrow concepts that reserve such discov- 
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eries for the satisfaction or personal con- 
venience of limited numbers of people, 
has been replaced with the tendency to 
disseminate, speedily and universally, all 
achievements beneficial to mankind. Noth- 
ing has so stimulated scientific investiga- 
tion as have opportunities to submit the 
results of one’s personal observations for 
judgment and sanction by other men of 
science. The good and continuous working 
relation among international centers of 
learning, the close and regular contact 
among the ministers of science and the 
international character of reunions and 
assemblies have become the most interest- 
ing and most productive phenomena of 
the scientific evolution of our time. 

These gatherings serve to offset any- 
thing that might tend to debilitate the 
altruistic and generous motives inspiring 
the activities of the medical profession and 
its contributions to scientific progress. 
Material gain and the search for unde- 
served prestige have been displaced by an 
interest in the general welfare. 

Science and its application now progress 
with such tremendous force that the old 
ways of disseminating information have 
proved to be inadequate and obsolete as 
vehicles of learning. Despite their great 
and unquestionable value, the book and the 
periodical, the cataloguing and document- 
ing of evidence, are ponderous mediums, 
reflecting achievements already studied 
and confirmed in practical research. They 
can hardly match an investigator’s enthu- 
siastic oral account of a personal observa- 
tion or his direct description of some new 
technic. They can hardly be compared to 
the live lessons which convey a new expe- 


rience or a new procedure. For this rea- 
son, all scientific meetings of genuine im- 
portance offer practical demonstrations, 
operative opportunities and laboratory 
exhibits, permitting participants to gain 
new information and new experience in a 
direct and immediate form. 

The Peruvian Academy of Surgery has, 
in the past few years, chalked up magnifi- 
cent achievements through the continuous 
effort and cooperation of the profession in 
a spirit of solidarity and dignity. These 
efforts have become even more fruitful 
since the Peruvian Congress of Surgery 
was established in 1947. These national 
congresses have acquired an international 
character by bringing together large num- 
bers of scientific workers of werld renown. 

Special meetings, held in important cen- 
ters of the country, provide surgeons who 
practice in them an opportunity for re- 
fresher courses and for acquiring the most 
recent offerings of science. 

The executive and organizing commit- 
tees responsible for arranging the Tenth 
Peruvian Congress of Surgery are to be 
praised for their competence, which, to- 
gether with the important topics to be 
discussed, will guarantee the success of 
this scientific meeting. The seat of the 
Congress will~be the Hospital Obrero in 
Lima, a center which has all of the neces- 
sary elements. Its excellent organization 
and efficient operation have earned for it 
the great prestige which it enjoys through- 
out South America. We hope that the 
Tenth Congress of Peruvian Surgery will 
prove to be a memorable landmark in the 
progress of medical science in our country 
and South America as a whole. 


The 
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IN THE CIRCLE OF THE RAINBOW* 
Gilbert F. Douglas, M.D., F.A.C.S., F.1.C.S., D.A.B. 


I would like to express my delight at 
being in the land of the Golden West—in 
the State about which one talks always in 
superlatives. What wonders! What con- 
trasts in this mountain-ribbed land: The 
nation’s highest mountain and its lowest 
point below sea level; the hottest desert; 
the heaviest rainfall; the most gigantic 
trees; the most verdant valleys; a fairy- 
land of beaches; wild mountain scenery; 
flourishing golden orchards and flowers 
the year round! We treasure the austerity 
of your majestic sequoias, the peace of 
your distant snowcaps, the grace of plung- 
ing waterfalls, the blueness of the glacial 
lakes, the perilous beauty of sheer canyon 
walls—all the unnumbered marvels of this 
favored land. California, we salute you! 

Having been so engrossed with our pro- 
fessional problems, let us turn our thoughts 
to the lighter side. Let us picture a small 
village, nestled deep in a quiet valley with 
the bleak, majestic mountains all around 
it. The sky is dark and threatening, but 
here and there a cloud is rimmed with re- 
flected light. In a crescent that pierces the 
clouds, a glowing rainbow melts into the 
earth, lending a touch of breathless en- 
chantment to the scene. 

In bygone years, men were greatly per- 
plexed by the rainbow. The ancient Greeks 
thought of it as a sign placed in the heav- 
ens by the gods as an omen of war or of 
heavy rain. The Norsemen believed it to 
be the bridge traversed by the gods in 
passing from the earth to their celestial 
realm. No interpretation is more beautiful 
than the oriental thought that the rainbow 
is a promise that a shower will not turn 
into a flood. We draw comfort from our 
knowledge that our God can give us a rain- 
ey in the midst of the clouds and storms 
of life. 


*Presented at San Jose, California, March 22, 1956, at the 
Joint Meeting of the Northern California Chapter and the 
Southern California Chapter of the United States Section, 
International College of Surgeons. 
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And even as Wordsworth’s heart leapt 
up when he beheld a rainbow, so do we 
thrill as we view the lives of men who have 
lived in the circle of the rainbow. They 
are the men who have meant so much to 
medical science and to humanity—the pio- 
neers of the medical profession. Tall, sun- 
crowned men, they lived above the fog in 
public duty and private thinking—men 
like William Crawford Gorgas, Sir Wil- 
liam Osler, J. Marion Sims, John B. Mur- 
phy, Will and Charles Mayo, Ambrose 
Paré and Marin T. Tuffier. They remind 
us of our obligation to carry the torch 
beyond the mere practice of our special- 
ties. We are citizens of a great world, and, 
like they, we should say: 


Lord, let me be the torch that springs to light 
And lives its life in one exultant flame— 

One leap of living fire against the night, 
Dropping to darkness even as it came. 


It has been said that the past has been 
great, but that the future must be even 
greater. We must meet that challenge and 
prove to posterity that we have made the 
most of the contributions of the great men 
who preceded us and, as Kingsley put it, 
we must “make life, death and the vast 
forever one grand sweet song.” 

We are meeting tonight as a great or- 
ganization, world-wide in its scope and 
nonsectarian in its outlook. Our motto is: 
“Science belongs to no country, because 
knowledge is the patrimony of humanity, 
the torch which enlightens the world.” The 
organization which we have the opportu- 
nity of serving is the International College 
of Surgeons, established in Geneva in 1935. 
This organization, now in its twenty-first 
year of activity, has had a marvelous 
growth, and its development has proceeded 
on a high plane. Men of all races, colors 
and creeds are enrolled in its membership. 
I would mention here the work of such 
outstanding surgeons as Herbert Acuff, 
Custis Lee Hall and Hans Finsterer. And 
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I would mention others who are still with 
us — André Crotti, Francisco Grafia, Ru- 
dolph Nissen, Henry W. Meyerding, Arnold 
S. Jackson, Ross T. McIntire, William R. 
Lovelace, Curtice Rosser and many others, 
who have worked untiringly in this organ- 
ization. 

The development of our organization 
has sapped energies and required the 
burning of midnight oil, and the magni- 
tude of the undertaking becomes clear as 
one realizes how much it encompasses. We 
have had our discouragements. Often 
clouds have almost veiled the glory of the 
sun from our view. The discipline that 
comes through sorrow, disappointment and 
suffering has necessarily been ours. It has 
helped, however, to develop character and 
to give us a deeper insight into the worth- 
while values of this international organi- 
zation. 

It calls to mind the traveler in Africa, 
who noticed the emergence from its cocoon 
of one of the large, brilliant tropical but- 
terflies. Pitying it in the anguish of its 
struggle to free itself, he determined to 
help. So he took out his pen knife and cut 
through the cocoon, helping the butterfly 
to emerge. It emerged easily, but lacked 
its brilliant coloring. It had needed that 
struggle to contribute to its beauty. 

In much the same way, we have needed 
to pass through these crucial experiences 
and to encounter the clouds of discourage- 
ment, in order to appreciate fully why the 
rainbow was hung in the sky. It was our 
struggle and the effort we expended in 
overcoming our difficulties that brought us 
into being. Had it been easy, the Interna- 
tional College of Surgeons might have died 
“a-borning,” and its glory might never 
have been sung, 

It was to indulge for a moment in em- 
phasizing the unfailing efforts of the one 
man responsible for the organization and 
for carrying on the wonderful work that 
has been done that I began to speak of the 
circle of the‘rainbow. He is the man who 
talked his heart out to the friends in whom 
he could confide and told them of his 


dreams of a world-wide surgical organi- 
zation, in which everyone would have the 
privilege of serving, if he were capable 
and so desired. He sacrificed financial 
gain, using his earnings to promote this 
organization, not for self, but for the good 
of the surgeons of the world. As he went 
about his task, he was always encouraged 
by his devoted wife, Fim, who worked un- 
tiringly and always stood by him, living 
his ideal. 

He is a man of unusual ability, speaking 
the languages of seven or eight nations 
more fluently than most of us can speak 
our own. His writings are prolific. Yet, 
with all of his capabilities, he is a man of 
great humility. When it comes to the af- 
fairs of the International College of Sur- 
geons, he is as sensitive as the needle of 
the compass is to the North Pole. He 
speaks and thinks out, yet is always willing 
to listen to friends. This man has done 
more for this organization than any other 
person has for any other organization 
since the development of the medical and 
surgical sciences. Nor has he been un- 
mindful of the ladies, but instead encour- 
aged the organization of the Woman’s Aux- 
iliary to give them an active rdéle in the 
work of the International College. The 
man, as many of you know, is our Founder 
and benefactor, Dr. Max Thorek, who also 
lives in the circle of the rainbow. We 
might say about him, as Spencer Free did: 


’Tis the human touch in this world that counts, 
The touch of your hand and mine, 

Which means far more to the fainting heart 
Than shelter and bread and wine; 

For shelter is gone when the night is o’er, 
And bread lasts only a day, 

But the touch of the hand and the sound of 

the voice 

Sing on in the soul always. 


I am sure that you will agree that this 
man, through the organization he has 
founded, will always shine forth as bril- 
liantly as the colors in the circle of the 
rainbow. 
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SURGERY AND THE GOLDEN RULE 


Excerpt from a Message by Dr. Edward L. Compere to the 
Orthopaedic Correspondence Club in February 1956 


I am more than ever interested in the 
accomplishments of the International Col- 
lege of Surgeons. More than half of the 
Fellows of the International College are 
also members or Fellows of the American 
College of Surgeons, and an even greater 
proportion are members of one of the 
American boards of surgery. Most of the 
surgeons who are members of both the 
International College of Surgeons and the 
American College of Surgeons feel and act 
with a spirit of unquestionable loyalty 
toward both organizations, each of which 
is, after all, dedicated to the promotion 
of high ideals in surgery and the highest 
possible standards of medical care for the 
patients whom we all serve. 

The International College of Surgeons, 
however, is also dedicated to the promotion 
of good will, better understanding and the 
attainment of higher surgical standards 
throughout the world. The International 
College has organized active national sec- 
tions in thirty-five countries’ throughout 
the world and has a substantial member- 
ship in twenty-five other nations. 

The two largest national sections of the 
International College are those of the 
United States and Brazil. The Brazilian 
Section, for example, is subdivided into 
more than twenty-five regional divisions, 
each of which functions as an autonomous 
unit of the national body. The United 
States Section has a Regent for each of 
the forty-eight States, the District of Co- 
lumbia, Hawaii and Puerto Rico. The 
State membership is often large enough to 
function as an autonomous group. Most 
meetings of the United States Section are, 
however, organized on the basis of Re- 
gional Divisions, there being eight of 
these, namely, the Pacific, the Rocky 
Mountain, the North Central, the South- 
western, the Great Lakes, the Southeast- 
ern, the Mid-Atlantic and the Eastern. 
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During the past year, I have served as 
Secretary of the Qualification and Exam- 
ination Council for Fellowship, United 
States Section of the International Col- 
lege, and have participated in a revision 
of the Qualifications for Membership in 
the College. The requirements for mem- 
bership are exacting and have been 
adopted unanimously by the Executive 
Council, with subsequent approval and 
adoption by the Board of Trustees. No 
surgical organization in this country or 
elsewhere in the world has set its standard 
of qualifications for membership higher 
than has the International College of Sur- 
geons. 

Surgeons with a genuine interest in the 
peoples of other lands and with a desire 
for opportunities to become acquainted 
with surgeons in various parts of the 
world and the surgical developments in 
other countries should become members of 
the International College of Surgeons. 
The most competent surgeons of any coun- 
try are usually interested in knowing the 
eminent surgeons of other lands. This in- 
terest is based on a desire to learn from 
each other and to share with others any 
special knowledge they themselves may 
have acquired. It is the surgeon of this 
caliber who applies for membership in the 
International College of Surgeons. 

I hope sincerely that all of the members 
of the Orthopaedic Correspondence Club, 
and particularly those who have an inter- 
est in traveling to distant places, in meet- 
ing, working with and learning from 
others and sharing their own knowledge 
with surgeons from various other parts of 
the world, will apply for membership in 
the International College of Surgeons. 
Ours is a splendid organization, forging 
ahead with an ever greater proportion of 
the best surgeons in the civilized world 
within its ranks. 
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Medical News Front 


Annual Meeting of Chest Physicians 


The American College of Chest Physi- 
cians will hold their Twenty-second Annual 
Meeting at the Hotel Sherman in Chicago, 
Illinois, on June 6-10, 1956. Prominent 
speakers will discuss all aspects of diseases 
of the heart and lungs. Several symposi- 
ums, round-table luncheon discussions, 
seminars and scientific motion picture 
showings have also been scheduled. The 
Fireside Conferences, which will be at- 
tended by more than fifty experts, who 
will lead discussions on many current 
topics of interest related to diseases of the 
chest, will be held for the second consecu- 
tive year by popular demand. Further in- 
formation may be secured from the Ex- 
ecutive Offices, American College of Chest 
Physicians, 112 East Chestnut Street, Chi- 
cago 11, Illinois. 


1956 Industrial Health Conference 
Research in Allergy and Infectious 
Diseases 

Dr. Leonard A. Scheele, Surgeon Gen- 
eral of the United States Public Health 
Service, has announced an expanded pro- 
gram of research in allergy and infectious 
diseases. The program is to be admini- 
stered by the National Microbiologic In- 
stitute, which is being redesignated as the 
National Institute of Allergy and Infec- 
tious Diseases. The Institute will support 
long-term basic studies through grants to 
research scientists in the American uni- 


versities and medical schools. Recent esti- 
mates show that nearly 16,000,000 persons 
in the United States suffer from some form 
of allergy and that at least half of the 
population has some allergic reaction at 
some point in their lives. The purpose of 
the program of research is to gain some 
understanding of the underlying mecha- 
nisms of the allergic reaction. 


Third National Cancer Conference 


Under joint sponsorship by the Ameri- 
can Cancer Society and the National Can- 
cer Institute of the United States Public 
Service, the Third National Cancer Con- 
ference will convene at the Sheraton- 
Cadillac Hotel, Detroit, Michigan, on June 
4-6, 1956. More than a thousand research 
scientists and clinicians from foreign 
countries as well as from various States of 
the Union are expected to attend. The 
pattern of the morning and afternoon 
sessions is one of a general session at which 
a subject of broad interest will be intro- 
duced by an outstanding speaker, followed 
by symposiums to discuss cancer in vari- 
ous sites of the body. A special feature of 
the conferencé will be a public Cancer 
Forum that has been scheduled for the 
evening of June 5. Information on the pro- 
gram and forms for advanced registration 
are to be had by writing directly to the 
National Cancer Conference Coordinator, 
American Cancer Society, 521 West 57th 
Street, New York 19, New York. 


The Research Horizon 


Pregnancy without Nausea 


No longer is it necessary for 50 to 80 
per cent of all pregnant women to struggle 
against nausea and vomiting if Dr. How- 
ard M, Seidner’s preliminary clinical tests 
of a new antihistaminic compound yield a 
general pattern of response. He tested the 
effect of bonamine (meclizine hydrocho- 


ride) on 16 patients, all but 1 of whom 
were relieved by a 25 mg. tablet of the 
drug taken on rising. In the exceptional 
case, nausea persisted but vomiting was 
nevertheless controlled. In no instance 
were unpleasant or harmful side-effects 
noted. 
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The Lipotropic Effect of Protein 

Laboratory studies in rats, conducted 
by C. C. Lucas and J. H. Ridout and dis- 
cussed in the Canadian Journal of Bio- 
chemistry and Physiology, January 1955, 
disclosed that casein has a distinctively 
lipotropic effect. This lipotropic influence 
is independent of the methionine and the 
choline contained in the diet of the ani- 
mal. Rats which had been restricted to 
protein-deficient foods had fatty livers 
despite the administration of choline. The 
liver tissue in these animals differs in 
histologic structure from the tissue taken 
from a choline-deficient liver. The effect 
of choline on abnormal deposits of peri- 
portal fat in animals subsisting on pro- 
tein-deficient foods is limited. The abnor- 
mal fattiness of periportal tissue in such 
cases is attributed to a deficiency of essen- 
tial amino acids and, consequently, the 
faulty production of lipoprotein. 


Slow and Rapid Freezing of Blood 

One of the high points of the recent 
Fifth Annual Symposium on Blood spon- 
sored by the Wayne University College 
of Medicine was a paper by Dr. Harold 
T. Meryman of the Naval Medical Re- 
search Institute at Bethesda, Maryland, 
and of the Yale University School of Medi- 
cine. Dr. Meryman’s paper, “Slow and 
Rapid Freezing of ‘Blood,’ was based on 
five years of experimental work that he 
has conducted in the field of low-tempera- 
ture biology. Dr. Meryman has himself 
taken two transfusions of tagged whole 
blood after it had been rapidly frozen in 
liquid nitrogen. He said, “Storage, on 
theoretical grounds only, will be infinite 
at temperatures lower than minus 120 C.” 
He felt certain that dry ice would permit 
the storage of blood for several years, 
although he has no satisfactory evidence 
of this and emphasized that his “crude 
laboratory procedure could not be safely 
exterpolated to routine blood banking” 
with the evidence accumulated so far. 


For Safer Cardiac Catheterization 
The inadvertent introduction of a car- 
diac catheter into the coronary vein gives 
rise to a symptom complex which resem- 


bles that of myocardial infarction or 
acute pericarditis. What is more, it kills 
the patient. Drs. J. L. Read, E. G. Bond 
and R. R. Porter, reporting in the 
A. M. A. Archives of Internal Medicine, 
August 1955, have noted that in such in- 
stances the tip of the catheter appears to 
have entered the outflow tract of the right 
ventricle, beyond which it will not move. 
This accident may be avoided by moving 
the catheter into anteroposterior, rather 
than right oblique, position and by ob- 
serving the difference in oxygen concen- 
tration of blood flowing from the coro- 
nary vein, as compared with blood flowing 
from the right atrium of ventricle, and 
the differences in blood pressure at both 
sites. 


Study of Treatment of Epileptic Seizures 
Dr. Samuel Livingston of Johns Hopkins 
Hospital has been following the treatment of 
7,000 children with convulsive disorders for 
the past fifteen to twenty years. Of some 
twelve therapeutic agents tested, phenobar- 
bital and mebaral have been found most ef- 
fective and least toxic in the treatment of 
both idiopathic and organic types of major 
motor seizure as well as various types of 
minor seizures and masticatory or simple 
myoclonic seizures. Both drugs have also 
proved effective in the management of psy- 
chomotor seizures. Tests disclosed that 
drowsiness, excitability and sometimes rash 
were among the unfavorable reactions to 
phenobarbital and that there were fewer 
such reactions after the use of mebaral. 


Tissue Research with an Electron 
Microscope 

The Armed Forces Institute of Pathol- 
ogy, Washington, D. C., has a new, ex- 
tremely powerful tool in the new electron 
microscope, built by the Radio Corpora- 
tion of America, with which to investigate 
the submicroscopic effects of combat 
wounds and radiation injuries on organic 
tissue. It is expected that the new instru- 
ment will enable the histochemical labora- 
tory of the Institute to gain deeper knowl- 
edge of the infinitesimal changes that take 
place in body tissue. One of the concerns 
of the laboratory is to clarify the changes 
in kidney function effected by lower neph- 
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ron nephrosis—a common complication 
of traumatic injuries. Another is tissue 
change in internal organs resulting from 
high altitude decompression. Of tremen- 
dous interest also are the changes that 
radiation injury give rise to in the elastic 
tissue. It is expected that the electron mi- 
croscope will permit identification of the 
most minute foreign particles found in 
diseased pulmonary tissue as a result of 
inhaling dust-laden air. The advantages 
of the new instrument are that it enables 
the research worker to magnify the speci- 
men 30,000 times and to view particles less 
than 1/1,000,000 of an inch in diameter. 
Photographic images produced by the new 
microscope are clear enough to be enlarged 
more than 300,000 times, and a _ photo- 
graphic system is built right into the mi- 
croscope. Another exceptional feature of 
the RCA electron microscope is an acceler- 
ating beam of 100,000 volts, making the 
study of ultrathin and fragile specimens 
feasible with a minimum of damage. 


Cancer-Inhibiting Drug 

Three cooperating research groups have 
issued a joint report on a new drug, called 
D.O.N. (6-diazo-5-oxo-L-norleucine) and 
belonging to the amino acid family, which 
has been tested for its capacity to inhibit 
the development of tumors in mice. Work- 
ers of the Sloan-Kettering Institute for 
Cancer Research have pronounced D.O.N. 
to be thirty times more effective than 
azaserine, an anticancer agent tested ear- 
lier. This group of workers observed that 
D.O.N., administered in selected doses to 
mice, not only restrained growth of estab- 
lished tumors but caused some of them to 
regress in size. Upon the discontinuation 
of D.O.N. therapy, the. tumors resumed 
their growth. Although no clinical studies 
have as yet been made, the laboratory ob- 
servations are encouraging. 

Six papers read at a recent meeting of 
the American Chemical Society indicated 
that D.O.N., in, addition to inhibiting tu- 
mor growth in the mouse also inhibits the 
formation of nucleic acids from smaller 
chemical fragments. Several other chem- 
icals used in treating certain types of 
cancer have also been noted to interfere 


with the formation of nucleic acid, a func- 
tion essential to living matter, be it bac- 
terium, mouse or man. This effect was 
traced with the use of radioactive chem- 
icals. Normally the radioactivity could be 
detected in the nucleic acids produced by 
bacteria. After the use of D.O.N., the ra- 
dioactivity was not to be detected. When 
bacteria were fed radioactive purine as 
well as D.O.N., some radioactivity was de- 
tectable in the nucleic acids. By use of 
modified bacterial technics, this mode of 
action of D.O.N. can be differentiated from 
that of such drugs as A-methopterine, ni- 
trogen mustard, 6-mercaptopurine and 
azaserine. 

D.O.N. has been produced both by fer- 
mentation and several methods of synthe- 
sis. Synthetic production begins with the 


-use of L-glutamic acid obtainable from 


beet sugar wastes, the raw material from 
which monosodium glutamate, the flavor- 
ing agent, is also produced. After several 
transformations, diazomethane — an ex- 
tremely poisonous gas that is both inflam- 
mable and explosive in a mixture with air 
—is used. 

Involved in these studies, besides the 
teams at the Sloan-Kettering Institute, 
were teams of research workers at Mellon 
Institute and the Research Division of 
Parke, Davis and Company. 


Longer Vitality for Stored Blood 


The recent meeting of the American 
Association of Blood Banks heard a report 
on a revolutionary plastic bag that prom- 
ises to extend by two weeks the time that 
whole blood can be stored. Dr. John G. 
Gibson II of Harvard University reported 
that use of such a bag eliminates the “tur- 
bulence and foaming” that take place 
when blood is drawn from the donor into 
a glass container. “This turbulence,” Dr. 
Gibson maintains, “is damaging to the 
red cells” and significantly reduces their 
life span. Present government restrictions 
limit the storage of whole bood to three 
weeks. By prolonging the storage time, 
one could appreciably increase the avail- 
able supply of whole blood. Blood banks 
merely retard the deterioration that be- 


gins immediately the blood leaves its nor- 
mal environment in the donor’s body. 
This deterioration can be even further re- 
tarded, according to Dr. Gibson, “by 
minimizing the damage sustained by red 
cells during retention in conventional 
glass bottles. The use of plastic bags 
would partially contribute toward that end. 


Chlorpromazine-Induced Symptoms 
of Biliary Obstruction 


Obstructive, pain-free jaundice was ob- 
served by Drs. R. M. Sussman and R. 
Sumner in a patient who had recently 
been treated with chlorpromazine, hav- 
ing ingested 50 mg. in all. They reported 
the case in the New England Journal of 
Medicine, Sept. 22, 1955. The symptoms 
persisted for seven weeks. Neither blood 
nor urine tests yielded laboratory evi- 
dence of excessive bilirubin. Cephalin and 
cholestero] values were normal. Alkaline 
phosphatase levels were, however, ele- 
vated. After the icteric symptoms had 
subsided, cholecystographic studies were 
made to evaluate the function of the 
biliary excretory system which was found 
to be adequate. The interval between the 
administration of chlorpromazine and the 
appearance of icteric symptoms suggested 
hypersensitivity to the drug. These in- 
vestigators favor deferring surgical in- 
tervention whenever it is possible to re- 
late the symptoms of biliary obstruction 
to recent chlorpromazine therapy. 


Cause of Galactosemia Discovered 


Scientists of the United States Public 
Health Service’s National Institute of 
Arthritis and Metabolic Diseases have 
found the cause of the often fatal meta- 
bolic disease known as galactose diabetes 
in children. Appearing within days of a 
child’s birth, galactosemia prevents the 
assimilation or tolerance of milk in any 
form. The culprit in this instance is a pre- 
viously unknown enzyme (named P-Gal 
transferase) in normal red blood cells, 
without which the organism is unable to 
convert galactose into glucose, the common 
sugar of the blood. The early symptoms 
of galactosemia, resembling those of sev- 
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eral other disorders, are diarrhea, lack of 
appetite, weight loss and jaundice. Later 
results are cirrhosis, mental retardation, 
blindness caused by cataract and, ulti- 
mately, death. The disease progresses 
rapidly, and the changes caused by it are 
irreversible. Treatment in the early stage 
consists merely of placing the child on a 
milk-free diet. The metabolic defect is 
transferrable by inheritance. With the 
cause of galactosemia pinpointed to the 
P-Gal transferase enzyme, research is now 
proceeding on the development of a sim- 
ple diagnostic test to permit the institu- 
tion of the life-saving treatment at an 
earlier stage. This suggests, further, that 
impaired galactose metabolism may well 
be a factor in other disorders of unknown 
origin, providing new paths for research. 


Is Venesection Obsolete? 


Blood-letting, associated generally with 
the dark ages of medicine, is still useful 
in the management of some stages of cer- 
tain diseases — erythremia, hemochro- 
matosis, and, coupled with transfusion, 
erythroblastosis and some cases of leu- 
kemia and hemophilia. It is useful in 
emergency management of plethora until 
oxygen, digitalis and diuretic therapy 
can be administered. In rare instances it 
brings relief in arterial hypertension. 
Despite these uses cited in modern medi- 
cal textbooks, the time-honored practice 
of therapeutic blood-letting is used sel- 
dom except for the emergency relief of 
high venous pressure. Dr. D. V. Holman, 
chiefly because he considered it illogical 
for any practice to have prevailed so long 
unless it served some useful purpose, re- 
viewed the ancient:art of blood-letting for 
the Bulletin of the New York Academy of 
Medicine, September 1955. Until the 
nineteenth century, prophylactic blood- 
letting was widely accepted, and Jewish 
custom, for example, required monthly 
blood-letting until the age of 60; there- 
after, “dietetic” blood-letting took place 
at longer intervals. Blood-letting will 
continue to be practiced, however, until 
such time as blood replacement itself 
becomes an obsolete form of treatment. 


4 


Such “controlled bleeding,” the author 
maintains, improves not only the rate of 
regeneration but the quality of blood 
cells and plasma protein. He whimsically 
hopes that news of the beneficial effects of 
periodic blood-letting will spread rumor- 
wise to potential voluntary blood donors, 
coincidentally promising to increase avail- 
able blood supplies. 


Surgical Seeding of Cancer 


Two scientists of the United States Pub- 
lic Health Service’s National Cancer In- 
stitute have been investigating the “‘seed- 
ing” of wounds during operations for the 
extirpation of cancer. Drs. Robert R. 
Smith and Albert W. Hilberg have re- 
ported on their study of wound washings 
taken from patients with advanced but 
operable cancers. Cytologic study of the 
wound washings, after the removal of a 
cancerous growth and the lymph node 
drainage areas, disclosed cancer cells in 10 
of 36 cases studied and suspect cells in 5 
others. No positive evidence of residual 
tumor could be detected in the rest. Al- 
though this study has been under way for 
just a short time, 5 of the 36 patients stud- 
ied had a recurrence of cancer in the area 
which had been operated on. Among the 
5, cancer recurred in 2 patients with posi- 
tive wound washings, in 1 with a suspect 
wound washing and in 2 in whom no defi- 
nite evidence of cancer was yielded by the 
washings. Cancer implantation most com- 
monly occurs after resection. Studies are 
currently under way at the National Can- 
cer Institute to discover some means for 
destroying residual tumor tissue in an 
operative wound, adjunctive chemotherapy 
being one of the areas under study. 


Honorary Degrees Awarded Two 
American Scientists by 
University of Oslo 


Two scientists of the United States Pub- 
lic Health Service, Drs. Carroll E. Palmer 
and Laurence Irving, have been awarded 
the degree of Doctor Medicinae Honoris 
Causae by the University of Oslo. This de- 
gree is awarded once every five years to 
distinguished foreign scientists. 


Dr. Palmer, a physician, has devoted 
most of his life to research on tuberculosis 
and other pulmonary infections. He has 
recently been working on a specific pre- 
ventive agent against tuberculosis. Among 
his investigations have been long-range 
studies of BCG vaccine and its effect on 
pulmonary tuberculosis and fungus infec- 
tions, especially histoplasmosis. 

Dr. Irving, chief of the physiology sec- 
tion of the Arctic Health Research Center 
at Anchorage, Alaska, has studied exten- 
sively the metabolic reactions and body 
temperatures of many Arctic animals and 
has proved that insulation is the most im- 
portant factor in an adjustment to low 
temperatures. His observations have been 
applied to improvements in clothing and 
shelter for extremely cold climates. 


Delayed Rupture of the Spleen 


Delayed rupture of the spleen occurs 
after injuries to the lower part of the 
chest, the upper region of the abdomen or 
the left side of the back, according to the 
observations of Drs. C. T. Fultz and W. 
A. Altemeier, who have treated 15 such 
cases in the past fourteen years and re- 
ported their observations in Surgery, Au- 
gust 1955. Forty per cent of the ruptures 
followed rib fracture, and all of them oc- 
curred between thirty-six hours and fif- 
teen days following the initial trauma. 
They usually occur two to four days after 
injury. The significant symptoms are 
severe intraperitoneal] hemorrhage after 
an injury on the lower left side of the 
chest or the upper region of the abdomen. 
Often referred pain in the left shoulder 
is also felt. Neither pain nor tenderness 
is pronounced. The likelihood of misdiag- 
nosis is greatest in the absence of visible 
signs of injury, especially if coupled with 
a misleading history; a state of shock at- 
tributable to other injuries, and apparent 
improvement after the initial injury. The 
death rate among patients not surgically 
treated is 90-100 per cent. Immediate 
splenectomy is the treatment of choice. 
Delayed rupture was diagnosed preopera- 
tively in 14 of the 15 patients. 
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Surgical Management of 
Mammary Cancer 

Radical surgical management of mam- 
mary carcinoma is planned so as to eradi- 
cate all diseased tissue before the tumor 
begins to metastasize. Cancer spreads 
first to the axillary and internal mam- 
mary lymph nodes and more seldom into 
the intercostal lymph nodes and vessels 
and the primary blood channels. After 
the axillary and internal mammary lymph 
nodes, the area most susceptible to meta- 
static attack is the lymph system at the 
base.of the neck, where the lymphatic 
vessels drain their contents into the ven- 
ous system at the juncture of the internal 
jugular and subclavian veins. Once can- 
cer cells have reached this juncture, the 
entire organism is under attack and be- 
yond surgical salvation. The salvage rate 
by means of radical extirpation of pri- 
mary cancer is 55.1 per cent. This out- 
come can be improved only by earlier 
diagnosis and earlier, more radical surgi- 
cal intervention. Dr. J. A. Urban, whose 
studies culminated in these observations, 
stresses the importance of establishing 
the point at which more extensive exci- 
sion jeopardizes the patient because of 
the higher mortality and morbidity rates 
and the more intensive postoperative dis- 
comfort or disability which go with such 
radical procedures. It is important, more- 
over, to establish the point at which the 
disease becomes inoperable because of 
generalized spread. To be successful, 
radical mastectomy consists in en bloc ex- 
tirpation of the primary tumor, generous 
excision of adjacent skin, thorough re- 
moval of the axillary contents, thin skin 
flaps and en bloc removal of other pri- 
mary and secondary regions of lymph 
drainage. More extensive resection can 
be withstood only by patients who are 
otherwise in good physical condition, pro- 
vided, of course, that the disease remains 
confined to regional lymph nodes and ves- 
sels. 

This investigator, in his report to the 
Western Journal of Surgery, Obstetrics 
and Gynecology, July 1955, describes en 
bloc removal of the internal chain of 


mammary lymph nodes together with the 
breast, the pectoralis muscles and the 
axillary contents, thereby to insure 
thorough extirpation not only of the pri- 
mary tumor but of the two primary 
lymph drainage areas; the chest defect is 
then corrected by suturing into it a free 
fascia lata graft under tension. His ob- 
servation of 160 patients disclosed that 
most of the lesions were in the inner quad- 
rant and that the incidence of metastasis 
to the internal mammary nodes in such 
cases was much higher even in early 
stages of the disease than in lesions in 
other areas. When the spread of cancer 
to the axillary nodes was confirmable in 
medial lesions, the internal mammary 
nodes in 60 per cent of the cases were 
also involved, as compared with 44 per 
cent involvement in cases of outer quad- 
rant lesions. In half of the patients with 
confirmed involvement of the internal 
mammary nodes, the node between the in- 
ternal mammary vessels and the sternal 
border was also involved. The series is of 
too recent date for adequate follow-up to 
have been done. 


Obesity Poses Problem in Anesthesia 


Anesthetization of the obese patient is 
often complicated by concomitant arterial 
hypertension, arteriosclerosis, diabetes, 
degenerative arthritis, renal disturbances 
and thrombophlebitis, which often creates 
the threat of postoperative embolism. No 
less important are the underlying psycho- 
logic disturbances that have led to over- 
eating in the first place. But the greatest 
difficulty involved in administering anes- 
thesia to an obese patient, according to Dr. 
Herman Schwartz, is in maintaining an 
unimpeded airway and coping with inade- 
quate respiratory exchange, prolonged in- 
duction and delayed recovery. Muscular 
relaxation must be greater to compensate 
for the greater difficulty of exposure, and 
the accurate placement of needles intra- 
venously in itself creates problems. Al- 
though it is less difficult to administer 
regional or spinal anesthesia, it is never- 
theless not always a simple matter to lo- 
cate the bony landmarks. 
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23 East Ohio Street, Indianapolis 
Diplomate, American Board of Orthopedic 
Surgery 


VICE-REGENTS: 


Harold D. Caylor, M.D., F.A.C.S., F.1.C.S. 
803 South Main Street, Bluffton 
Diplomate, American Board of Surgery 

Bernard David Ravdin, M.D., F.I.C.S. 

712 Hulman Building, Evansville 

Walter Paul Moenning, M.D., F.I.C.S. 

618 K. of P. Building, Indianapolis 4 


CREDENTIALS COMMITTEE MEMBERS: 


Russell A. Gardner, M.D., F.A.C.S., F.I.C.S. 
801 Washington Street, Michigan City 
Diplomate, American Board of Obstetrics 
and Gynecology 
Raymond Henry Burnikel, M.D., F.I.C.S. 
527 Sycamore Street, Evansville 8 
Diplomate, American Board of Proctology 
Harvey Worth Sigmond, M.D., F.A.C.S., F.1.C.S. 
23 East Ohio Street, Indianapolis 
Diplomate, American Board of Orthopedic 


Surgery 
Donald Grillo, M.D., F.A.C.S., F.1.C.S. 
105 East Jefferson Blvd., South Bend 
Diplomate, American Board of Proctology 
George William Ritteman, M.D., F.I.C.S. 
County Hospital, Columbus 
Diplomate, American Board of Surgery 


IOWA 


REGENT: 


Arthur Steindler, M.D., F.A.C.S., F.1.C.S. 
Mercy Hospital, Iowa City 
Diplomate, American Board of Orthopedic 
Surgery 


VICE-REGENT: 


Ignacio V. Ponseti, M.D., F.A.C.S., F.I.C.S. 
Children’s Hospital, Iowa City 
Diplomate, American Board of Orthopedic 

Surgery 


CREDENTIALS COMMITTEE MEMBERS: 


Julian M. Bruner, M.D., F.A.C.S., F.1.C.S. 
1005 Bankers Trust Bldg., Des Moines 
Diplomate, American Board of Surgery 

Fred Leslie Knowles, M.D., F.I.C.S. 

912 First Avenue South, Fort Dodge 
American Board of Orthopedic 
urger 

William M.D., F.A.C.S., F.I.C.S. 
823 Badgerow Building, Sioux City 
Diplomate, American Board of Orthopedic 

Surgery * 

Leo Henry Kuker, M.D., F.A.C.S., F.I.C.S. 
117 West Seventh Street, Carroll 
Diplomate, American Board of Surgery 

Arch F. O’Donoghue, M.D., F.A.C.S., F.L.C.S. 
310 Davidson Building, Sioux City 
Diplomate, American Board of Orthopedic 

Surgery 
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Louis Thomas Palumbo, M.D., F.A.C.S., F.I.C.S. 
Veterans Hospital, Des Moines 10 
Diplomate, American Board of Surgery 
Sidney Edward Ziffren, M.D., F.A.C.S., F.I.C.S. 
University Hospital, Iowa City 
Diplomate, American Board of Surgery 
Harold Forrest Trafton, M.D., F.A.C.S., F.1.C.S. 
417 East Washington Avenue, Council Bluffs 
Diplomate, American Board of Surgery 
Carl A. Jacobs, M.D., F.I.C.S. 
807 Francis Bldg., ‘Sioux City 
Diplomate, American Board of Surgery 


KANSAS 
REGENT: 
Willard Joyce Kiser, M.D., F.I.C.S. 
204-205 K.F.H. Bldg., Wichita 
Diplomate, American Board of Surgery 


VICE-REGENTS: 


Thomas Peck Butcher, M.D., F.A.C.S., F.I.C.S. 
517 Merchants Street, Emporia 
Diplomate, American Board of Surgery 
William Paul Callahan, M.D., F.A.C.S., F.1.C.S. 
1108 Brown Building, Wichita 2 
Diplomate, American Board of Pathology 


CREDENTIALS COMMITTEE MEMBERS: 


William Morgan Delaney, M.D., F.I.C.S. 

A.T. and S.F. Hospital, Topeka 

Diplomate, American Board of Surgery 
Donald Dean Dieter, M.D., F.I.C.S. 

416 South Santa Fe, Salina 

Diplomate, American Board of Surgery 
Frederick Barrett Emery, M.D., F.I.C.S. 

1010 Third Avenue, Concordia 

Diplomate, American Board of Surgery 
Francis J. Nash, M.D., F.I.C.S. 

751 State Avenue, Kansas City 

Diplomate, American Board of Obstetrics 

and Gynecology 

LaVerne B. Spake, M.D., F.I.C.S. 

8th and Minnesota Streets, Kansas City 11 

Diplomate, American Board of Otolaryngology 


KENTUCKY 
REGENT: 


Joseph Andrew Bowen, M.D., F.A.C.S., F.I.C.S. 
332 West Broadway, Louisville 2 
Diplomate, American Board of Urology 


VICE-REGENT: 


Joseph Carr Ray, M.D., F.I.C.S. 
914 Francis Building, Louisville 2 
Diplomate, American Board of Otolaryngology 


CREDENTIALS COMMITTEE MEMBERS: 


Wilford L. Cooper, M.D., F.I.C.S. 
190 North Upper Street, Lexington 6 
Diplomate, American Board of Proctology 
Harry Goldberg, M.D., F.I.C.S. 
305 West Broadway, Louisville 2 
Diplomate, American Board of Orthopedic 


Surgery 
Charles C. Kissinger, M.D., F.A.C.S., F.I.C.S. 
210 Third Street, Henderson 
Diplomate, American Board of Surgery 


Jacob Merritt Mayer, M.D., F.A.C.S., F.1.C.S. 

The Mayfield Hospital, Mayfield 

Diplomate, American Board of Surgery 
Elmer Julius Rodenberg, M.D., F.A.C.S., F.1.C.S. 

210 Third Street, Henderson 

Diplomate, American Board of Otolaryngology 
James Edward Ryan, M.D., F.I.C.S. 

305 West Broadway, Louisville 2 

Diplomate, American Board of Proctology 
Frank P. Strickler, M.D., F.A.C.S., F.1.C.S. 

321 West Broadway, Louisville 2 

Diplomate, American Board of Surgery 
Guthrie Y. Graves, M.D., F.A.C.S., F.1.C.S. 

1333 State Street, Bowling Green 

Diplomate, American Board of Surgery 


LOUISIANA 
REGENT: 


Arthur Neal Owens, M.D., F.A.C.S., F.I.C.S. 
2223 Carondelet Street, New Orleans 
Diplomate, American Board of Plastic Surgery 


VICE-REGENTS: 


Andros S. Hamilton, M.D., F.A.C.S., F.I.C.S. 
419 Catalpa Street, Monroe 
Diplomate, American Board of Orthopedic 
Surgery 
Walter Olin Moss, M.D., F.A.C.S., F.I.C.S. 
1620 Foster Street, Lake Charles 
Diplomate, American Board of Surgery 
Willard A. Ellender, M.D., F.A.C.S., F.1.C.S. 
221 East Park Avenue, Houma 
Frank Creighton Shute Jr., M.D., 
F.A.C.S., F.I.C.S. 
214 South Court Street, Opelousas 


CREDENTIALS COMMITTEE MEMBERS: 


Gene Delmar Caldwell, M.D., F.A.C.S., F.I.C.S. 
803 Jordan Street, Shreveport 
Di a American Board of Orthopedic 


McVea, M.D., F.A.C.S., F.1.C.S. 
301 Baton Rouge Savings and Loan Co., 
Baton Rou 
William B. Clark, M.D., F.A.C.S., F.I.C.S. 
211 South Saratoga Street, New Orleans 
Noel Thomas Simmonds, M. D., F.I.C.S. 
P.O. Box 366, Alexandria 
Diplomate, American Board of Ophthalmology 


MAINE 
REGENT: 


Philip Orson Gregory, M.D., F.A.C.S., F.I.C.S. 
St. Andrews Hospital, Boothbay Harbor 


VICE-REGENT: 


Joseph Hubert Giesen, M.D., F.A.C.S., F.I.C.S. 
Gilman Street, Waterville 
Diplomate, American Board of Orthopedic 
Surgery 


CREDENTIALS COMMITTEE MEMBERS: 
Adam Phillips Leighton, M.D., F.I.C.S. 
192 State Street, Portland 
Diplomate, American Board of Obstetrics 
and Gynecology 
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Morris Eli Goldman, M.D., F.A.C.S., F.I.C.S. 
487 Main Street, Lewiston 

Stephen Cobb, M.D., F.A.C.S., F.1L.C.S. 
28 Winter St., Sanford 


MARYLAND 


REGENT: 


Deonis Matthew Lupo, M.D., F.A.C.S., F.I.C.S. 
11 East Chase Street, Baltimore 


VICE-REGENT: 


Read Nathaniel Calvert, M.D., F.A.CS., F.I.C.S. 
7894 Georgia Avenue, Silver Springs 


CREDENTIALS COMMITTEE MEMBERS: 


Arthur Baptisti Jr., M.D., F.A.C.S., F.I.C.S. 
115 King Street, Hagerstown 

Eugene R. Evans, M.D., F.A.C.S., F.LC.S. 
701 Cathedral Street, Baltimore 

Oliver Shaefer Lloyd, M.D., F.A.C.S., F.I.C.S. 
701 Cathedral Street, Baltimore 

James Wharton Nelson, M.D., F.A.C.S., F.I.C.S. 
1301 St. Paul Street, Baltimore 

Zack James Waters, M.D., F.A.C.S., F.I.C.S. 
312 South Division Street, Salisbury 

Roland Hubert White, M.D., F.I.C.S. 
918 Elsworth Drive, Silver Springs 


MASSACHUSETTS 


REGENT: 
M. Leopold Brodny, M.D., F.A.C.S., F.1.C.S. 


636 Beacon Street, Boston 15 
Diplomate, American Board of Urology 


VICE-REGENT: 
Garry de Neuville Hough Jr., M.D., 
F.A.C.S., F.1L.C.S. 


146 Chestnut Street, Springfield 
Diplomate, American Board of Orthopedic 


Surgery 


CREDENTIALS COMMITTEE MEMBERS: 


Joseph Farrell Dorsey, M.D., F.A.C.S., F.I.C.S. 
270 Commonwealth Avenue, Boston 
Diplomate, American Boards of Neurology 

and Psychiatry 

Timothy Andre Lamphier, M.D., F.A.C.S., F.LC.S. 
30 The Fenway, Boston 
Diplomate, American Board of Obstetrics 

and Gynecology 
David Goldberg, M.D., F.I.C.S. 
84 Maple Street, Springfield 
Diplomate, American Board of Orthopedic 
Surgery 
Byron Henry Porter, M.D., F.A.C.S., F.I.C.S. 
14 Bank Row, Pittsfield 
Diplomate, American Board of Otolaryngology 


MICHIGAN 


REGENT: 


J. Duane Miller, M.D., F.A.C.S., F.1.C.S. 
604 Metz Building, Grand Rapids 
Diplomate, American Board of Surgery 


i 
age 
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VICE-REGENTS: 


Edward Frank Sladek, M. D., F.I1.C.S. 
123 East Front Street, Traverse City 
Wallace Howard Steffensen, M.D., 
F.A.C.S., F.LC.S. 
1810 Wealthy Street, Grand Rapids 
Diplomate, American Board of Otolaryngology 
Alfred LaBine, M.D., F.A.C.S 
618 Sheldon Street, Houghton 
Harry Albridge Pearse, M.D., F.A.C.S., F.1.C.S. 
854 Fisher Building, Detroit 2 
Diplomate, American Board of Obstetrics 
and Gynecology 
William Ealing Johnston, M.D., F.A.C.S., F.I.C.S. 
1071 Fisher Building, Detroit 
Diplomate, American Board of Surgery 


CREDENTIALS COMMITTEE MEMBERS: 


Clark David Brooks, M.D., F.A.C.S., F.1.C.S. 
113 Martin Place, Detroit 1 
Diplomate, American Board of Surgery 
Warren Wood Babcock, M.D., F.A.C.S., F.I.C.S. 
864 Fisher Building, Detroit 2 
Owen Clark Foster, M.D., F.A.C.S., F.I.C.S. 
1015 David Whitney Building, Detroit 26 
Diplomate, American Board of Obstetrics 
and Gynecology 
Earl Ingram Carr, M.D., F.A.C.S., F.1.C.S. 
800 West Ottawa Street, Lansing 15 
Shattuck Wellman Hartwell, M.D., 
F.A.C.S., F.1.C.S. 
450 West Western Avenue, Muskegon 
Diplomate, American Board of Surgery 
Alvin Gerald Lambert, M.D., F.A.C.S., F.I.C.S. 
The Merrill-Wood Medical Center, Royal Oak 
Clarence Hubert Snyder, M.D., F.A.C.S., F.I.C.S. 
200 Medical Arts Building, Grand Rapids 2 
Diplomate, American Board of Orthopedic 
Surgery 
Donald Neil Sweeney Jr., M.D., F.A.C.S., F.1.C.S. 
8445 East Jefferson Avenue, Detroit 
Diplomate, American Board of Surgery 
Bouton Franklin Sowers, M.D., F.A.C.S., F.I.C.S. 
169 Michigan Street, Benton Harbor 
Diplomate, American Board of Surgery 


MINNESOTA 
REGENT: 


Gershom J. Thompson, M.D., F.A.C.S., F.I.C.S. 
Mayo Clinic, Rochester 
Diplomate, American Board of Urology 


VICE-REGENTS: 


Collin Stewart MacCarty, M.D., F.A.C.S., F.I.C.S. 
Mayo Clinic, Rochester 
Diplomate, American Board of Neurologic 


Surgery 
Lawrence Myrlin Larson, M.D., F.A.C.S., F.I.C.S. 
303 Doctors*Bldg., Minneapolis 
Diplomate, American Board of Surgery 


CREDENTIALS COMMITTEE MEMBERS: 


Thomas James Kinsella, M.D., F.A.C.S., F.LC.S. 
1251 Medical Arts Bldg., Minneapolis 
Diplomate, American Board of Thoracic Surgery 
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J. Grafton Love, M.D., F.A.C.S., F.1.C.S. 
Mayo Clinic, Rochester 
— American Board of Neurologic 


Sur 

John Silas M.D., F.I.C.S. 

Mayo Clinic, Rochester 

Diplomate, American Board 
Stanley Robert Maxeiner, M.D., F.A.C.S., F.I. 

5122 Garfield Avenue South, benecostis 

Diplomate, American Board of Surgery 
John H. Moe, M.D., F.A.C.S., F.1.C.S. 

1149 Medical Arts Building, Minneapolis 

Diplomate, American Board of Orthopedic 


Surgery 
Martin Nordland, M.D., F.A.C.S., F.1L.C.S. 


1737 Medical Arts Bldg., Minneapolis 
Diplomate, American Board of Surgery 


MISSISSIPPI 


REGENT: 


Lawrence Wilburn Long, M.D., F.A.C.S., F.I.C.S. 
777 North State Street, Jackson 


VICE-REGENTS : 


Billy Sylvester Guyton, M.D., F.A.C.S., F.LC.S. 
512 Van Buren, Oxford 
Diplomate, American Board of Otolaryngology 
Murdock Murph Snelling, M.D., F.A.C.S., F.1.C.S. 
Kremer Building, Gulfport 


CREDENTIALS COMMITTEE MEMBERS: 


William Fitzgerald Hand, M.D., F.A.C.S., F.I.C.S. 
812 Manship Street, Jackson 

Thomas F. Wolford, M.D., F.A.C.S., F.I.C.S. 
1001 Main Street, Columbus 

John Fair Lucas, M.D., F.A.C.S., F.I.C.S. 
501 West Washington, Greenwood 

Benson Blake Martin, M.D., F.A.C.S., F.I.C.S. 
1022 Harrison Street, Vicksburg 

Prentiss E. Smith, M.D., F.A.C.S., F.I.C.S. 
990 Hardy Street, Hattiesburg 

John Pettis Culpepper Jr., M.D., F.I.C.S. 
709 Arledge Street, Hattiesburg 


MISSOURI 


REGENT: 

Claude Judson Hunt, M.D., F.A.C.S., F.I.C.S. 
1612 Professional Bldg., Kansas City 
Diplomate, American Board of Surgery 


VICE-REGENTS: 
Dean Sauer, M.D., F.A.C.S., F.I.C.S. 
106 South Central, Clayton 5 
Diplomate, American Board of Surgery 
Ralph Ringo Coffey, M.D., F.A.C.S., F.1.C.S. 
1103 Grand Avenue, Kansas City 6 
Diplomate, American Board of Surgery 


CREDENTIALS COMMITTEE MEMBERS: 
James Hugh O’Neil, M.D., F.A.C.S., F.L.C.S. 

1103 Grand Avenue, Kansas City 

Diplomate, American Board of Surgery 
Frederick B. Campbell, M.D., F.A.C.S., F.I.C.S. 

1103 Grand Avenue, Kansas City 

Diplomate, American Board of Proctology 


= 


Frederick John McCoy, M.D., F.A.C.S., ¥.1.C.S. 
701 E. 68rd Street, Kansas City 10 
American of Plastic Surgery 
Grey Jones, M.D., F.A.C.S., F.LC.S. 
4500 Olive St. 
Diplomate, American Board of Obstetrics 
and Gynecology 
Elbert Henry Cason, M.D., F.I.C.S. 
8606 Gravois Avenue, St. Louis 
Diplomate, American Board of Surgery 
Avery Peck Rowlette, M.D., F.A.C.S., F.I.C.S. 
Woodland Hospital, Moberly 
Diplomate, American Board of Surgery 
John William Thompson, M.D., F.A.C.S., F.1.C.S. 
4952 Maryland Avenue, St. Louis 8 
Diplomate, American Board of Surgery 


MONTANA 
REGENT: 


Louis William Allard, M.D., F.A.C.S., F.1.C.S. 
217 Montana Power Building, Billings 
Diplomate, American Board of Orthopedic 

Surgery 


VICE-REGENTS: 


Fritz Draper Hurd, M.D., F.A.C.S., F.1.C.S. 
503—1st Ave., North, Great Falls 
Diplomate, American Board of Otolaryngology 
Robert Gray Kroeze, M.D., F.A.C.S., F.1.C.S. 
212-218 Mayer Bldg., Butte 


CREDENTIALS COMMITTEE MEMBERS: 


David Joseph Almas, M.D., F.I.C.S. 
836—5th Avenue, Havre 
Herbert T. Caraway, M.D., F.A.C.S., F.I.C.S. 
1002 North 29th Street, Billings 
Charles Fletcher Honeycutt Jr., M.D., 
F.A.C.S., F.LC.S. 
637 South 6th Street, East, es 
Alexander Charles Johnson, M. D., 
F.A.C.S., F.LC.S. 
307 Medical Arts Bldg., Great Falls 
Diplomate, American Board of Neurologic 
Surgery 
Ralph Leonard Towne, M.D., F.1.C.S. 
Noffsinger Bldg., Kalispell 


NEBRASKA 
REGENT: 


Paul Herbert Thorough, M.D., F.I.C.S. 
1027 Sharp Bldg., Lincoln 8 
Diplomate, American Board of Surgery 


VICE-REGENT: 


Harry Nathaniel Boyne, M.D., F.I.C.S. 
1802 Medical Arts Bldg., Omaha 2 
Diplomate, American Board of Oral Surgery 


CREDENTIALS COMMITTEE MEMBERS: 


William F. Novak, M.D., F.A.C.S., F.I.C.S. 
721 Medical Arts Bldg., Omaha o) 
Diplomate, American Board of Urology 

John Francis Sheehan, Ph.D., Member, Allied 

Science Section 
Director Biological Science 
The Creighton University 
25th and California Streets, Omaha 2 
Diplomate, American Board of Radiology 
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William Louis Sucha, M.D., F.A.C.S., F.1LC.S. 

4017 Page Street, Omaha 

Diplomate, American Board of Surgery 
Frederic Martin Watke, M.D., F.I.C.S. 

528 Medical Arts Bldg., Omaha 2 

Diplomate, American Board of Otolaryngology 
John Stephen Broz, M.D., F.I.C.S. 

Box Butte, Alliance 
Charles Luke Hustead, M.D., F.I.C.S. 

116 West 19th Street, Falls City 


NEVADA 


REGENT: 
Frederick Mather Anderson, M.D., 
F.A.C.S., F.I.C.S. 
6 State Street, Reno 
Diplomate, American Board of Surgery 


VICE-REGENTS: 


Earle L. Creveling, M.D., F.A.C.S., F.1.C.S. 
150 North Center Street, Box 2446, Reno 
Diplomate, American Board of Otolaryngology 
Paul Wiig, M.D., F.A.C.S., F.I.C.S. 
129 West 6th St., Reno 


CREDENTIALS COMMITTEE MEMBERS: 


Joseph Charles Elia, M.D., F.1.C.S. 
150 North Center Street, Reno 

Wesley Whitfield Hall, M.D., F.A.C.S., F.I.C.S. 
307 West 6th Street, Reno 

Stanley L. Hardy, M.D., A.I.C.S. 
201 North 8th Street, Las Vegas 

Leo Domenico Nannini, M.D., F.1.C.S. 
190 Mill Street, Reno 

Hale Burgher Slavin, M.D., A.I.C.S. 
521 South 7th Street, Las Vegas 

James Benjamin French, M.D., A.I.C.S. 
1100 Arizona Street, Boulder City 


NEW HAMPSHIRE 
REGENT: 


Lloyd Leslie Wells, M.D., F.I.C.S. 
1138 Elm Street, Manchester 
Diplomate, American Board of Urology 


VICE-REGENTS: 


William Carpenter MacCarty Jr., M.D., F.I.C.S. 
Mary Hitchcock Memorial Hospital, Hanover 
Diplomate, American Board of Radiology 

Edward Daniel Hagerty, M.D., F.A.C.S., F.1.C.S. 
913 Elm Street, Manchester 
—— American Board of Orthopedic 

urgery 


CREDENTIALS COMMITTEE MEMBERS: 


Paul Emile Biron, M.D., F.A.C.S., F.I.C.S. 
1436 Elm Street, Manchester 
William MacCheyne Thomson, M.D., F.I.C.S. 
Holderness 
Diplomate, American Board of Surgery 
Albert E. Barcomb, M.D., F.A.C.S. 
16 South Main Street, hechaaar 
Willard Clough Montgomery, M.D. 
F.A.C.S., A.I.C.S. 
428 Main Street, Epping 


NEW JERSEY 
REGENT: 


Earl John Halligan, M.D., F.A.C.S., F.I.C.S. 
254 Montgomery Street, Jersey City 2 


VICE-REGENTS: 


Harry Noah Comando, M.D., F.A.C.S., F.I.C.S. 
695 Clinton Avenue, Newark 8 
Diplomate, American Board of Surgery 
Anthony Joseph Lettiere, M.D., F.A.C.S., 1.C.S. 
425 East State Street, Trenton 
Diplomate, American "Board of Surgery 


CREDENTIALS COMMITTEE MEMBERS: 


David Bacharach Allman, M.D., F.A.C.S., F.1.C.S. 
104 St. Charles Place, Atlantic City 
Diplomate, American Board of Surgery 
Otto R. Holters, M.D., F.A.C.S., F.1.C.S. 
1002 Emory Street, Asbury Park 
Diplomate, American Board of Surgery 
Henry H. Kessler, M.D., F.A.C.S., F.1.C.S. 
53 Lincoln Park, Newark 2 
—— American Board of Orthopedic 
urger 
Samuel A Berkow, M.D., F.I.C.S. 
280 Hobart Street, Perth Amboy 
Diplomate, American Board of Obstetrics 
and Gynecology 
S. Eugene Dalton, M.D., F.A.C.S., F.I.C.S. 
101 South Surrey Avenue, Atlantic City 
Diplomate, American Board of erin 
Lyndon Arthur Peer, M.D., F.A -1.C.S. 
15 Washington Street, Newark 2. 
Diplomate, American Board of Plastic Surgery 
Robert A. Cosgrove, M.D., F.A.C.S., F.I.C.S. 
2787 Hudson Blvd., Jersey City 
Diplomate, American Board of Obstetrics 
and Gynecology 
Ernest F. Purcell, M.D., F.I.C.S. 
800 Stuyvesant Avenue, Trenton 
Frank S. Forte, M.D., F.A.C.S., F.1.C.S. 
818 Roseville Avenue, Newark 7 


NEW MEXICO 
REGENT: 


Daniel Angus McKinnon Jr., M.D., 
F.A.C.S., F.I.C.S. 
4800 Gibson Avenue, Albuquerque 
Diplomate, American Board of Surgery 


VICE-REGENTS: 

Andres Ferret, M.D., F.A.C.S., F.1.C.S. 
215 East Palace Avenue, Santa Fe 
Diplomate, American Board of Surgery 

Lee Monroe Miles, M.D., F.A.C.S., F.I.C.S. 
4800 Gibson Avenue, Albuquerque 
Diplomate, American Board of Obstetrics 

and Gynecology 


CREDENTIALS COMMITTEE MEMBERS: 


Lewis Marvin-Overton, M.D., F.A.C.S., F.I.C.S. 
4800 Gibson Avenue, Albuquerque 
oe American Board of Orthopedic 

urge 

Vincent M.D., F.A.C.S., F.I. C. S. 

202 West Hill Street, Gallup 

Fred Loe, M.D., F.I.C. s: 

211 West Hill Street, Gallup 


Richard Perham Waggoner, M.D., 
F.A.C.S., F.I.C.S. 
504 North Richardson, Roswell 
Diplomate, American Board of Surgery 


NEW YORK 


REGENT: 


Horace Ernest Ayers, M.D., F.A.C.S., F.I.C.S. 
75 Central Park West, New York 23 
Diplomate, American Board of Obstetrics 

and Gynecology 


VICE-REGENTS: 


John Joseph Rainey, M.D., F.A.C.S., F.I.C.S. 
17—2nd Street, Troy 

Dan Mellen, M.D., F.A.C.S., F.I.C.S. 
305 North Washington Street, Rome 

Gilbert Matthewson Palen, M.D., F.I.C.S. 
Margaretville 

Frank Edward Ciancimino, M.D., F.I.C.S. 
110 North Broadway, Nyack 

Max Michael Simon, M.D., F.A.C.S., F.I.C.S. 
96 Hooker Avenue, Poughkeepsie 

James Patrick Fleming, M.D., F.I.C.S. 
125 Meigs Street, Rochester 7 


CREDENTIALS COMMITTEE MEMBERS: 


Henry Milch, M.D., F.A.C.S., F.1.C.S. 
225 West 86th Street, New York 24 
—— American Board of Orthopedic 
urger 
Frank Edmund Fierro, M.D., F.1.C.S. 
1 East 105th Street, New York 29 
Diplomate, American | Board of Anesthesiology 
Harry Goldman, M.D., Ss. 
903 Park Avenue, ved York 
Louis Rene Kaufman, M.D., F.A.C.S., F.1.C.S. 
80 Central Park South, New York 
Diplomate, American Board of Urology 
David McCullagh Mayer, M.D., F.A.C. F.I.C.S. 
12 East 87th Street, New York 28 
Joseph Paul Alvich, M.D., F.A.C.S., F.1.C.S. 
48 Edgewood Lane, Bronxville, Westchester Co. 
Diplomate, American Board of Surgery 
Gerald E. Pauley, M.D., F.A.C.S., F.I.C.S. 
94-60—220th Street, Queens Village 8, L. I. 
Diplomate, American Board of Otolaryngology 
Charles Phillips, M.D., F.I.C.S. 
57 West 57th Street, New York 19 
John Joseph Sauer, M.D., F.A.C.S., F.I.C.S. 
30 East 40th Street, New York 16 
Diplomate, American Board of — 
Henry M. Scheer, M.D., F.A.C.S., Ss. 
522 West End ‘Avenue, New York ry 
Diplomate, American Board of Otolaryngology 
Joseph Francis Rooney, M.D., F.A.C.S., F.I.C.S. 
40 East 62nd Street, New York 21 
Diplomate, American Board of Obstetrics 
and Gynecology 
John George Mussio, M.D., F.I.C.S. 
902—55th Street, Brooklyn 19 
Edwin Joseph Grace, M.D., F.A.C.S., F.I.C.S. 
121 Fort Greene Place, Brooklyn 17 
Diplomate, American Board of Surgery 
Charles Henry Thom, M.D., F.A.C.S., A.I.C.S. 
6 East 79th Street, New York 
Sam Clayton, M.D., F.I.C.S. 
119-05—80th Road, Kew Gardens 15 


| 
42 


Juan Negrin Jr., M.D., F.1.C.S. 
1010 Fifth Avenue, New York 21 
Diplomate, American Board of Neurologic 


urgery 
William Campbell Gillick, M.D., F.A.C.S., F.1.C.S. 
644 Park Place, Niagara Falls 
Diplomate, American Board of Obstetrics 
and Gynecology 


NORTH CAROLINA 
REGENT: 
Kenneth Pickrell, M.D., F.A.C.S., F.I.C.S. 
Duke University, Durham 
—— American Board of Surgery and 
lastic Surgery 


VICE-REGENTS: 

James H. Cherry, M.D., F.A.C.S., F.I.C.S. 
283 Biltmore Avenue, Asheville 
Diplomate, American Board of Orthopedic 


urgery 
William Francis Martin, M.D., F.A.C.S., F.I.C.S. 
608 Professional Building, Charlotte 
Diplomate, American Board of Surgery 


CREDENTIALS COMMITTEE MEMBERS: 


Raiford Douglas Baxley, M.D., F.A.C.S., F.I.C.S. 

Chatham Hospital, Siler City 

Diplomate, American or of Surgery 
Edgar Vernon Benbow, M .1.C.8S. 

Nissen Building, Salem 

Diplomate, American Board of Surgery 
Isaac E. Harris Jr., M.D., F.A.C.S., F.I.C.S. 

1200 Broad Street, Durham 

Diplomate, American Board of Surgery 
Edward Reginald Hipp, M.D., F.A.C.S., F.I.C.S. 

412 North Church Street, Charlotte 

Diplomate, American Board of Surgery 
Robert Witherspoon McKay, M.D., F.I.C.S. 

1012 Kings Drive, Charlotte 

Diplomate, American Board of Urology 
Lance Truman Monroe, M.D., F.A.C.S., F.I.C.S. 

Ardsley Road, Concord ° 

Diplomate, American Board of Obstetrics 

and Gynecology 


NORTH DAKOTA 
REGENT: 
Gerald Wilson Hunter, M.D., F.A.C.S., F.1.C.S. 


807 Broadway, Fargo 
Diplomate, American Board of Obstetrics 


and Gynecology 


VICE-REGENT: 
Willard Arthur Wright, M.D., F.A.C.S., F.I.C.S. 
Williston 


CREDENTIALS COMMITTEE MEMBERS: 


Joseph Sorkness, M.D., F.A.C.S., F.1.C.S. 
Box 951, Jamestown 

Ralph Edward Leigh, M.D., F.A.C.S., F.I.C.S. 
111 North 5th Street, Grand Forks 

William n Schoregge, M.D., 


221—5th Street, Bismarck 
Diplomate, American Board of Sur. 

William Frederick Sihler, M.D., F.A. F.I.C.S. 
Mann Block, Devils Lake 
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OHIO 


REGENT: 

Gilman Deering Kirk, M.D., F.A.C.S., F.I.C.S. 
283 East State Street, Columbus 
Diplomate, American Board of Surgery 


CREDENTIALS COMMITTEE MEMBERS: 


Warren Wendell Green, M.D., F.A.C.S., F.I.C.S. 
1838 Parkwood Avenue, Toledo 2 
Diplomate, American Board of Surgery 

Henry Warner Brown, M.D., F.A.C.S., F.I.C.S. 
13944 Euclid Avenue, E. Cleveland 12 
Diplomate, American Board of Surgery 

Fred William Phillips, M.D., F.A.C.S., F.1.C.S. 
534 Market Street, Zanesville 
Diplomate, American Board of Surgery 

Henry Howe Schwarzell, M.D., F.A.C.S., F.I.C.S. 
283 East State Street, Columbus 15 
Diplomate, American Board of Surgery 

Hazen L. Hauman, M.D., F.A.C.S., F.I.C.S. 
4319 Rugby Drive, Toledo 
Diplomate, American Board of Surgery 

George McConnell McKelvey, M.D., 

F.A.C.S., F.1.C.S. 
402 Oak Hill, Youngstown 
Diplomate, American Board of Surgery 


OKLAHOMA 


REGENT: 


Leo Joseph Starry, M.D., F.A.C.S., F.1.C.S. 
1200 North Walker Street, Oklahoma City 3 


VICE-REGENT: 

Charles Marion O’Leary, M.D., F.A.C.S., F.I.C.S. 
1218 Medical Arts Bldg., Oklahoma City 
Diplomate, American Board of Surgery 


CREDENTIALS COMMITTEE MEMBERS: 
— McKinley McClure, M.D., 
F.A.C.S., F.LC.S. 


620 Choctaw, Chickasha 
Diplomate, American Board of Surgery 
John Edwin McDonald, M.D., F.A.C.S., F.I.C.S. 
203 Utica Square Medical Centre, Tulsa 
Diplomate, American Board of Orthopedic 
Surgery 
Gerald Rogers, M.D., F.I.C.S. 
1111 North Lee, Oklahoma City 3 
Diplomate, American Board of Obstetrics 
and Gynecology 
Alfred R. Sugg, M.D., F.I.C.S. 
100 East 13th Street, Ada 
Diplomate, American Board of Urology 
Wylie Gentry Chestnut, M.D., A.I.C.S. 
506 Savings & Loan Bldg., Miami 
Andre Blythe Carney, M.D., F.A.C.S., F.I.C.S. 
915 South Cincinnati Street, Tulsa 5 


OREGON 


REGENT: 

Benjamin Newton Wade, M.D., F.A.C.S., F.I.C.S. 
1202-05 Standard Insurance Bldg., Portland 5 
Diplomate, American Board of Surgery 
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VICE-REGENTS: 


Clifford Emerson Hardwick, M.D., 
F.A.C.S., F.1LC.S. 
816 Medical-Dental Bldg., Portland 5 
Arthur Peter Martini, M.D., F.A.C.S., F.1.C.S. 
630 E. 12th Ave., Eugene 
Diplomate, American Board of Obstetrics 
and Gynecology 


CREDENTIALS COMMITTEE MEMBERS: 


George Emerson Abbott, M.D., Affiliate 
1162 Willamette Street, Eugene 
George Frederick Guldager, M.D., A.I.C.S. 
Eugene Medical Center, Eugene 
Edward A. Lebold, M.D., F.I.C.S. 
1489 State Street, Salem 
ye ey American Board of Orthopedic 
urger 
Burton Allen Myers, M.D., A.I.C.S. 
495 Rigg Street, Salem 
Alfred B. eacock, M.D., F.I.C.S. 
525 Miner Bldg., Eugene 
Carl Harold Phetteplace, M.D., F.A.C.S., F.1.C.S. 
636 Eugene Medical Center, Eugene 
Willis B. Shepard, M.D., F.A.C.S., F.I.C.S. 
530 Eugene Medical Genter, Eugene 
Diplomate, American Board of Otolaryngology 
Moses Elias Steinberg, M.D., F.I.C.S. 
1020 S.W. Taylor Street, Portland 5 


PENNSYLVANIA 
REGENT 
Lowrain E. McCrea, M.D., F.A.C.S., F.I.C.S. 


1930 Chestnut Street, Philadelphia 
Diplomate, American Board of Urology 


VICE-REGENTS: 


Timothy Francis Moran, M.D., F.I.C.S. 
327 N. Washington Ave., Scranton 
Diplomate, American Board of Proctology 
John W. Shirer, M.D., F.A.C.S., F.I.C.S. 
121 University Place, Pittsburgh 13 
Diplomate, American Board of Surgery 
Elmer S. A. King, M.D., F.A.C.S., F.I.C.S. 
506 Medical Arts Bldg., Pittsburgh 
Diplomate, American Board of Surgery 
Anthony F. De Palma, M.D., F.I.C.S. 
248 S. 21st St., Philadelphia 
Diplomate, American Board of Orthopedic 
jurgery 
CREDENTIALS COMMITTEE MEMBERS: 


PHILADELPHIA AREA 
John V. Blady, M.D., F.1.C.S 
2201 Benjamin Franklin Pkwy. Philadelphia 30 
Clarence Asher Holland, M.D., Fi. C.S. 
1016 Hamilton Street, Allentown 
Diplomate, American "Board of Surgery 
Louis Thomas McAloose, M.D., F.A.C.S., F.I.C.S. 
2 East Broad Street, Hazleton 
Diplomate, American Board of Urology 
PITTSBURGH AREA 
Charles J. Barone, M.D., F.A.C.S., FLCGS. 
3400 Forbes Street, Pittsburgh’ 
John S. Donaldson, MD., F.A.C.S., F.I.C.S. 
121 University Place, Pittsburgh 
oe American Board of Orthopedic 
urgery 
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David Dennis Dunn, M.D., F.A.C.S., F.L.C.S. 
230 W. 8th Street, Erie ; 
Diplomate, American Board of Surgery 
Plough M.D., 
U. S. Bank Bldg., Johnstown 
Diplomate, American Board of Surgery 
Clarence E. Moore, M.D., F.A.C.S., F.L.C.S. 
118 Locust Street, Harrisburg 
William L. Guyton Jr., M.D., F. a C.S., F.I.C.S. 
130 W. Main Street, Waynesboro 
Boards in Surgery 
Clarence L. Schollenberger, M.D., 
F.A.C.S., F.I.C.S. 
662 S. Highland Ave., Merion 
Boards in Surgery 


RHODE ISLAND 


REGENT: 


Jack Savran, M.D., F.A.C.S., F.I.C.S. 
295 Angell Street, Providence 


VICE-REGENTS: 


Waldo Orville Hoey, M.D., F.A.C.S., I.C.8. 
295 Angell Street, Providence 

Nathan Abraham Bolotow, M.D., F.A.C.S., F.I.C.S. 
126 Waterman Street, Providence 6 
Diplomate, American Board of Otolaryngology 


CREDENTIALS COMMITTEE MEMBERS: 


Edmund Augustus Sayer, M.D., F.A.C.S., F.I.C.S. 
148 Waterman Street, Providence 6 
Americo Savastano, M.D., F.I.C.S. 
205 Waterman Street, Providence 
~—— American Board of Orthopedic 
ur 
Thomas Seca Lalor, M.D., A.I.C.S. 
285 Main Street, Woonsocket : 
Orland Francis Smith, M.D., F.A.C.S., F.I.C.S. 
275 Angell Street, Providence 6 
Walter Raymond Durkin, M.D., F.A.C.S., F.1.C.S. 
311 Angell Street, Providence 
Adolph W. Eckstein, M.D., F.A.C.S., F.I.C.S. 
76 Waterman Street, Providence 
Thaddeus A. Krolicki, M.D, F.A.C.S., F.I.C.S. 
102 Waterman Street, Providence 6 
Diplomate, American Board of Proctology 


SOUTH CAROLINA 


REGENT: 

Karl Morgan Lippert, M.D., F.A.C.S., F.I.C.S. 
Veterans Administration Hospital, Columbia 
Diplomate, American Board of Surgery 

and Thoracic Surgery 


VICE-REGENTS: 
Alfred Flournoy Burnside, M.D., F.A.C.S., F.I.C.S. 
8001 Blossom Street, Columbia 
Lawrence Phillips Thackston, M.D., 
F.A.C.S., F.I.C.S. 
557 Carolina Avenue, N.E., Orangeburg 
Diplomate, American Board of Urology 


CREDENTIALS COMMITTEE MEMBERS: 


Angus Hinson, M.D., F.A.C.S., F.I.C.S. 
1057-59 Oakland Avenue, Rock Hill 
Diplomate, American Board of Surgery 


| 


Roderick MacDonald, M.D., F.A.C.S., F.I.C.S. 
330 East Main Street, Rock Hill 
Diplomate, American Board of Ophthalmology 
and Otolaryngology 
Ralph Brooks Scurry, M.D., F.A.C.S., F.I.C.S. 
352 Janeway, Greenwood 
Furman Townsend Wallace, M.D., 
F.A.C.S., F.1L.C.S. 
850 North Church Street, Spartanburg 
Diplomate, American Board of Surgery 
Clay Welborn Evatt, M.D., F.A.C.S., F.I.C.S. 
91 Rutledge Avenue, Charleston 16 
Diplomate, American Board of Otolaryngology 


SOUTH DAKOTA 
REGENT: 


Michael Martin Morrissey, M.D., F.I.C.S. 
331% Pierre Street, Pierre 


VICE-REGENTS: 

Henry Russell Brown, M.D., F.A.C.S., F.I.C.S. 
Citizens Nat’l Bank Bldg., Watertown 

Geoffrey Isham Cottam, M.D., F.A.C.S., F.I.C.S. 
100 North Phillips Avenue, Sioux Falls 


CREDENTIALS COMMITTEE MEMBERS: 


Joseph A. Muggly, M.D., F.A.C.S., F.I.C.S. 
The Madison Clinic, Madison 
Associate, American College of Chest 
Physicians 
Robert Eugene Van Demark, M.D., 
F.A.C.S., F.1LC.S. 
303 South Minnesota Ave., Sioux Falls 
Diplomate, American Board of Orthopedic 
Surgery 
Roy Enoch Jernstrom, M.D., F.A.C.S., F.I.C.S. 
619 Main Street, Rapid City 
Robert John Delaney, M.D., F.A.C.S., A.I.C.S. 
307 Medical Arts Building, Mitchell 
Stephen Alphonsus Donahoe, M.D., 
F.A.C.S., F.LC.S. 


912 National Bank Building, Sioux Falls 


TENNESSEE 
REGENT: 
William George Stephenson, M.D., 
F.A.C.S., F.I.C.S. 
612 Medical Arts Building, Chattanooga 3 


VICE-REGENT: 


Eugene Park Niceley, M.D., F.A.C.S., F.I.C.S. 
514 West Church Avenue, Knoxville 1 
Diplomate, American Board of Urology 


CREDENTIALS COMMITTEE MEMBERS: 


Alexander Fount Russell, M.D., F.I.C.S. 
320 South 8rd Street, Clarksville 
Ulysses Grant Jones, M.D., F.A.C.S., F.I.C.S. 
Market & Boone Streets, Johnson City 
Diplomate, American Board of Otolaryngology 
Herschel Penn, M.D., F.A.C.S., F.I.C.S. 
1831 West Clinch Avenue, Knoxville 1 
Diplomate, American Board of Orthopedic 
Surgery 
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Carey Gaines Bringle, M.D., F.I.C.S. 
188 South Bellevue, Memphis 
Diplomate, American Board of Obstetrics 
and Gynecology 
William David Leo Record, M.D., F.A.C.S., F.I.C.S. 
206 Interstate Building, ‘Chattanooga 
William Houston Price, M.D., F.1.C.S. 
540 McCallie Avenue, Chattanooga 
Diplomate, American Board of Orthopedic 
Surgery 
Edward ay Stevenson, M.D. 
F.A.C.S., F.1.C.S. 
1469 Poplar Memphis 
Diplomate, American Board of Surgery 
Matthew Walker, M.D., F.I.C.S. 
Hubbard Hospital, Nashville 
Diplomate, American Board of Surgery 


TEXAS 


REGENT: 


Herbert Thomas Hayes, M.D., F.A.C.S., F.I.C.S. 
503 Medical Arts Building, Houston 
Diplomate, American Board of Proctology 


VICE-REGENTS: 


O. W. English, M.D., F.A.C.S., F.I.C.S. 
1312 Main Street, Lubbock 
Henry N. Ricci, M.D., F.A.C.S., F.I.C.S. 
602 S. Abe Street, San Angelo 
W. W. Schuessler, M.D. 
1501 Arizona Street, Suite 4C, El] Paso 
Diplomate, American Board of Plastic Surgery 


CREDENTIALS COMMITTEE MEMBERS: 


William Compere Basom, M.D., F.I.C.S. 
520 Montana Street, E] Paso 
Diplomate, American Board of Orthopedic 
Surgery 
James Payne Bridges, M.D., F.A.C.S., F.1.C.S. 
Box 162, Center 
Diplomate, American Board of Urology 
Albert Pasquale D’Errico, M.D., F.A.C.S., F.1.C.S. 
3307 Gaston, Dallas 10 
Diplomate, American Board of Neurologic 
Surgery 
Herbert Emerson Hipps, M.D., F.A.C.S., F.I.C.S. 
1604 Columbus, Waco 
Diplomate, American Board of Orthopedic 
Surgery 
Willis Holder Jondahl, M.D., F.A.C.S., F.I.C.S. 
324 East Harrison, Harlingen 
Diplomate, American Board of Obstetrics 
and Gynecology 
Dudley Jackson, M.D., F.A.C.S., F.1.C.S. 
1024 Nix Professional Bldg., San Antonio 
Felix Perryman Miller, M.D., F.A.C.S., F.1.C.S. 
303 First Nat’l] Bank Bldg., El] Paso 
Diplomate, American Board of Surgery 
James T. Mills, M.D., F.I.C.S. 
3707 Gaston, Suite 710 
Diplomate, American Board of Plastic Surgery 
Weldon Wilkerson Stephen, M.D., 
F.A.C.S., F.1.C.S. 
Medical Building, Inc., Galveston 
Diplomate, American Board of Surgery 
David Carl Enloe, M.D., F.A.C.S., F.1.C.S. 
201 North Travis Street, Sherman 
Hugh Beaton, M.D., F.I. C. S. 
1316 Medical Arts "Bldg. .» Fort Worth 
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Kenneth Turner Miller, M.D., F.A.C.S., F.LC.S. 
398 Pearl Street, Beaumont 
Diplomate, American Board of Surgery 
Jan Reinert Werner, M.D., F.A.C.S., F.1.C.S. 
2307 West 7th Street, Amarillo 
Diplomate, American Board of Urology 
Phillip Lewis Day, M.D., F.A.C.S., F.I.C.S. 
1108 Nix Professional Bldg., San Antonio 
oo American Board of Orthopedic 
Surge 
Michael "Kendrick, M.D., F.I.C.S. 
2400 Morgan Street, Suite 87, Corpus Christi 
Diplomate, American Board of Proctology 
Joseph Ruel Gandy, M.D., F.A.C.S., F.1.C.S. 
503 Hermann Professional Bldg., Houston 
Sidney Galt, M.D., F.A.C.S., F.1.C.S. 
220 Medical Arts Bldg., Dallas 1 
Noble Brassfield Daniel, M.D., F.1.C.S. 
817 State Line, Texarkana 
Hannibal L. Jaworski, M.D., F.A.C.S., F.I.C.S. 
701-04 Amicable Building, Waco 


UTAH 


REGENT: 

John Alden Gubler, M.D., F.A.C.S., F.I.C.S. 
Veterans’ Administration Hospital 
Fort Douglas Station, Salt Lake City 1 
Diplomate, American Board of Surgery 


VICE-REGENT: 
Reed S. Clegg, M.D., F.I.C.S. 
508 East South Temple Street, Salt Lake City 
Diplomate, American Board of Orthopedic 
Surgery 


CREDENTIALS COMMITTEE MEMBERS: 


Leland Robert Cowan, M.D., F.A.C.S., F.I.C.S. 
54 East South Temple Street, Salt Lake City 
Diplomate, American Board of Radiology 

Marion B. Noyes, M.D., F.A.C.S., F.I.C.S. 

508 East South Temple Street, Salt Lake City 

Diplomate, American Board of Surgery 
Henry David Rees, M.D., F.I1.C.S. 

10 South 2nd, East, Provo 

Diplomate, American Board of Surgery 

Reed Harrow, M.D., F.A.C.S., F.I. 

809 Medical Arts Building, Salt Lake City 

Vernon Lester Stevenson, M.D., F.A.C.S., F.1.C.S. 
809 Medical Arts Building, Salt Lake City 


VERMONT 
REGENT: 


Edward Elroy Hinds, M.D., F.A.C.S., F.I.C.S. 
75 Merchants Row, Rutland 


VICE-REGENTS:: 


Weston Chadwick Hammond, M.D., A.I.C.S. 
311 Service Building, Rutland 

Harry MacDenald Peggs, M.D., F.I.C.S. 
200 North Main Street, St. Albans 


CREDENTIALS COMMITTEE MEMBERS: 


Weston Chadwick Hammond, M.D., A.I.C.S. 
311 Service Building, Rutland 

Harry MacDonald Peggs, M.D., F.I.C.S. 
200 North Main Street, St. Albans 


VIRGINIA 
REGENT: 


Elbyrne Grady Gill, M.D., F.A.C.S., F.I.C.S. 
711 South Jefferson Street, Roanoke 
Diplomate, American Board of Otolaryngology 


VICE-REGENTS: 


George Simmerman Bourne, M.D., 
F.A.CS., F.1.C.S. 
Medical Arts Building, Roanoke 
Diplomate, American Board of Surgery 
Eugene Leslie Lowenberg, M.D., F.A.C.S., F.I.C.S. 
100 Medical Arts Building, Norfolk 10 
Diplomate, American Board of Surgery 


CREDENTIALS COMMITTEE MEMBERS: 


Russell von Lehn Buxton, M.D., F.A.C.S., F.1.C.S. 

Buxton Clinic, Newport News 

Diplomate, American Board of Surgery 
Charles Allen Easley Jr., M.D., F.I:C.S. 

826 Masonic Temple, Danville 

Diplomate, American Board of Surgery 
Douglass Durston Fear, M.D., F.A.C.S., F.I.C.S. 

403 Medical Arts Bldg., Roanoke 11 

Diplomate, American Board of Surgery 
Herman Ivan Slate, M.D., F.I.C.S. 

P.O. Box 1142, Alexandria 

Diplomate, American Board of Surgery 


WASHINGTON 

REGENT: 

Roger Anderson, M.D., F.A.C.S., F.I.C.S. 
1319 Medical Dental Bldg., Seattle 1 
Diplomate, American Board of Orthopedic 

Surgery 


VICE-REGENTS: 


Ernest Elden Banfield, M.D., F.A.C.S., F.I.C.S. 
Medical Arts Building, Tacoma 
Diplomate, American Board of Plastic Surgery 
Bliss L. Finlayson, M.D., F.A.C.S., F.I.C.S. 
1116 Summit Avenue, Seattle 
Diplomate, American Board of Surgery 


CREDENTIALS COMMITTEE MEMBERS: 


William John Foley, M.D., F.A.C.S., F.I.C.S. 
543 Stimson Building, Seattle 1 
Diplomate, American Board of Surgery 

Paul A. Remington, M.D., F.A.C.S., F.I.C.S. 
1422 West 9th Avenue, Spokane 43 
Diplomate, American Board of Otolaryngology 

Lester Sidney Baskin, M.D., A.I.C.S. 

1119 “A” Street, Tacoma 

John C. Brougher, M.D., F.A.C.S., F.I.C.S. 
410 Arts Building, Vancouver 

Philip Harold Henderson, M.D., F.I.C.S. 
Medical and Dental Arts Bldg., Longview 


Bernard Edward McConville, M.D., 
F.A.C.S., F.LC.S. 
208 Cobb Building, Seattle 1 


WEST VIRGINIA 
VICE-REGENT: 


William C. D. McCuskey, M.D., F.A.C.S., F.I.C.S. 
60—14th Street, Wheeling 
Diplomate, American Board of Urology 


CREDENTIALS COMMITTEE MEMBERS: 


Ray Maxwell Bobbitt, M.D., F.A.C.S., F.LC.S. 
1139—4th Avenue, Huntington 1 
Diplomate, American Board of Urology 


Charles Anthony Hoffman, M.D., F.A.C.S., F.1.C.S. 


800 First Nat’] Bank Bldg., Huntington 
Diplomate, American Board of Urology 

Albert Charles Esposito, M.D., F.I.C.S. 
1211 First Huntington Bank Bldg., Huntington 
Diplomate, American Board of Ophthalmology 


WISCONSIN 


REGENT: 

Russell Mathias Kurten, M.D., F.A.C.S., F.I.C.S. 
810 Main Street, Racine 
Diplomate, American Board of Surgery 


VICE-REGENTS: 

Maurice Gregory Rice, M.D., F.A.C.S., F.I.C.S. 
1505 Main Street, Stevens Point 
Diplomate, American Board of Surgery 

Dexter Hathaway Witte, M.D., F.A.C.S., F.I.C.S. 
8300 West Wisconsin Avenue, Milwaukee 8 


CREDENTIALS COMMITTEE MEMBERS: 


Volney Butnam Hyslop, M.D., F.A.C.S., F.I.C.S. 
759 North Milwaukee Street, Milwaukee 
Diplomate, American Board of Plastic Surgery 

F. Gregory Connell, M.D., F.A.C.S., F.I.C.S. 

19 Jefferson Avenue, Oshkosh . 
Diplomate, American Board of Surgery 

Paul Frederick Doege, M.D., F.A.C.S., F.I.C.S. 
650 South Central Avenue, Marshfield 

Harold Roland Fehland, M.D., F.A.C.S., F.I.C.S. 
605'4—2rd Street, Wausau 
Diplomate, American Board of Surgery 

George Hobart Ewell, M.D., F.I.C.S. 

16 South Henry Street, Madison 
Diplomate, American Board of Urology 
Gunnar Gundersen, M.D., F.A.C.S., F.I.C.S. 

1836 South Avenue, La Crosse 
Diplomate, American Board of Surgery 

James Richard Hoon, M.D., F.A.C.S., F.I.C.S. 
1011 North 8th Street, Sheboygan 
Diplomate, American Board of Surgery 

Walter Melody Kearns, M.D., F.A.C.S., F.I.C.S. 
238 West Wisconsin Avenue, Milwaukee 
Diplomate, American Board of Urology 

Victor Fred Marshall, M.D., F.A.C.S., F.I.C.S. 
103 West College Avenue, Appleton 
Diplomate, American Board of Surgery 

Jerry William McRoberts, M.D., F.A.C.S., F.1.C.S. 
1011 North 8th Street, Sheboygan 
Diplomate, American Board of Surgery 

Ralph Piggins Sproule, M.D., F.A.C.S., F.I.C.S. 
208 East Wisconsin Avenue, Milwaukee 2 
Diplomate, American Board of Otolaryngology 
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Diplomate, American Board of Ophthalmologic 
Surgery 
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Ezra R. Austin, M.D., F.I.C.S. 


1020 Kapiolani Street, Honolulu 
Diplomate, American Board of Otolaryngologic 
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60 Young Building, Honolulu 
Diplomate, American Board of Surgery 
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1010 South King Street, Honolulu 
Diplomate, American Board of Obstetrics 
and Gynecologic Surgery 
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Map outlining regional divisions of the United States Section of the International College 

of Surgeons: 1. Pacific Division; 2. Rocky Mountain Division; 8. North-Central Division; 

4, Southwestern Division; 5. Great Lakes Dfyision; 6. Southeastern Division; 7. Mid-Atlan- 
tic Division, and 8, Eastern Division. 
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Comments by the Founder 


AN APPRECIATION 


Whatever a man’s 
talents, whatever 
his capacity for hard | 
and unremitting 
toil and whatever 
pinnacles of success 
he may reach, he 
will not forget, if 
he is a man of in- 
tegrity, those who 
have helped him at- 
tain his goals. I for 
one am profoundly 
aware of this. In 
the course of a long and extraordinarily 
busy career, in addition to a heavy sur- 
gical schedule, I have been able to expand 
my activities to include the founding of 
the American Hospital of Chicago, the 
Photographic Society of America, the In- 
ternational College of Surgeons, the Inter- 
national Surgeons’ Hall of Fame and the 
International School of the History of Sur- 
gery, meanwhile serving as Editor of the 


Dr. Max Thorek 


_ Journal of the International College of 


Surgeons since its inception. 

Could I have done it all, one man alone? 
Never. Happily, I am not one man alone; 
I am one man multiplied over and over 
again by those who have given themselves 
to the causes I cherish. Many men and 
women have helped my dreams come true 
—first, foremost and always, my beloved 
“Fim”; then a host beyond number of 
faithful friends and colleagues, and finally 
those members of the College staff whose 
loyalty has stood the test of time, 

It is the last-mentioned group with 
which this month’s Comment is concerned. 
It is a comment on loyalty, a rare quality 
indeed, but not so rare as is sometimes as- 
sumed. I should like to introduce three 
members of our present staff. They are all 


women. Perhaps the French author who 
said, “Whether a thing is good or evil, look 
for the woman,” was right. At all events, 
here are three women I think of when my 
mind rests, according to St. Paul’s excel- 
lent advice, on “whatsoever things .. . are 
of good report”: 


DOROTHY LANGLEY 


I first met Dorothy Langley, my Assist- 
ant Editor, in 1949, when she came to my 
assistance in putting the finishing touches 
on my four-volume revision of Modern 
Surgical Technic. In October of the same 
year she entered upon her duties as As- 
sistant Editor of the Journal. 


Miss Langley was educated in the public 
schools of Bloomfield, Missouri, the South- 
east Missouri State College at Cape Girar- 
deau and the University of Colorado. Her 
major college interests were Latin and 
English literature. The major interest of 
her life is writing, of which editing is a 
natural corollary; her specific training as 
a medical editor was obtained at the 
American Medical Association, where she 
worked on the Archives of Surgery, the 
Archives of Internal Medicine, War Medi- 
cine and other special journals from 1938 
to 1941. Late in 1941 she joined the staff 
of the National College of Parents and 
Teachers as writer and editor. She served 
there until 1944, when her first book was 
published and she was immediately com- 
mandeered by Hollywood. Returning to 
Chicago in 1948, she worked at writing 
and free-lance medical editing until she 
took up her present post on the Journal. 

Miss Langley is the author of three nov- 
els and a book for children. Each of the 
novels has been translated for publication 
in four foreign countries. The second, 
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published in 1945, won the Friends of 
American Writers annual award for the 
best’ novel of the year by a Midwestern 
author. Her work has been selected by the 


Dorothy Langley 


Library of Congress for translation into 
Braille. 

From the beginning of our acquaintance 
Miss Langley has worked closely with me 
at all times, showing an interest in the 
Journal and a concern for its welfare 
scarcely less consuming than my own. Her 
equal devotion to the English language has 
helped to make the Journal an outstanding 
publication in its field. Our relations, 
based as they are on mutual confidence and 
respect, are uniformly harmonious. Like 
myself, Miss Langley seems to thrive on 
work. I have been accused of being a hard 
taskmaster, and perhaps this fault is in- 
herent in those who have themselves, on 
occasion, accomplished the seemingly im- 
possible; but, be that as it may, Miss 
Langley is not among the accusers. 


LAURA JACKSON 


Laura Jackson, Coordinator of Public 
Relations and Congress Manager, joined 
our staff, to its great benefit, in January 
1952. She came to us from the American 
College of Surgeons, where she had served 
for fifteen years (1937-1952) as Director 
of Public Relations and Congress Program 
Coordinator. 

Miss Jackson is a graduate of North- 
western University, where she won the 
George C. Bastian Honor Award in jour- 
nalism in addition to her B.S. degree. She 
has been Assistant Professor of Hospital 
Administration at Northwestern since 
1953 and Associate Director of Northwest- 
ern’s Program in Hospital Administration 
since 1943, when the program was estab- 
lished by Dr. Malcolm T. MacEachern; 
this has been a full-time appointment since 
April 1952. She has been Editor of the 
Northwestern publication Hospital Ad- 
ministration Review from its inception in 
1946. Since 1952 she has been Secretary- 
Treasurer of The Association of Univer- 
sity Programs in Hospital Administration ; 
since 1938, Public Relations Counsel, Pro- 
gram Coordinator and Assistant to the 
Chairman of the Tri-State Hospital As- 
sembly. Her-past experience also includes 
feature writing for the Chicago Evening 
Post (1927-1928) ; serving as Public Rela- 
tions Specialist and editor of the execu- 
tives’ magazine for properties operated by 
the Byllesby Engineering and Management 
Corporation (Standard Gas and Electric 
Company System) (1928-1937), and the 
Secretaryship of the Employee Publica- 
tions Section, National Safety Council 
(1930-1937). 

In 1938 Miss Jackson founded the Chi- 
cago Conference on Association Publicity, 
which in 1941 merged with the Chicago 
Publicity Club. From 1939 to 1950 she 
was a member of the Board of Directors 
of the American Cancer Society, Illinois 
Division; she is now an honorary member 
of that organization. In addition, Miss 
Jackson holds memberships in the Ameri- 
can Hospital Association, the Illinois 
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Women’s Press Association and the Na- 
tional Press Federation. 

With this impressive background, it is 
not to be wondered at that Miss Jackson 
brings to her work in the International 
College of Surgeons an immense fund of 
knowledge of organizational management, 
down to the last detail of the many details 
involved. Her energy and devotion are 
equal to her skill. To her goes the credit 
for the organization and presentation of 
the Surgical Nurses’ Section at various 
recent Congresses of the United States 
and Canadian Sections of the College. 

To her encyclopedic knowledge and wide 
experience in organizational matters Miss 
Jackson adds a charming personality and 
notable wit; she is a delightful conversa- 
tionalist. To crown all, she has a fund of 
energy and a capacity for effective work. 


Laura Jackso 


It is a pleasure to acknowledge her many 
worth-while contributions to the work of 
the International College of Surgeons. 


VERONICA HAUPERS 


Veronica Haupers, my Personal Secre- 
tary on the College side, who holds sen- 
iority on the office staff, having been with 
me ten years, describes herself as my 
“chief buzzer-answerer.” This is, to say 
the least, an understatement. 

A Chicagoan “by birth and choice,” Mrs. 
Haupers is a graduate of Northwestern 
University, with the degree of Ph.B. in 
English literature. She has served as As- 
sistant to the Editor of the Fortnightly 
Review of the Chicago Dental Society and 
as Assistant to the Qualification Council of 
the United States Section of the Interna- 
tional College of Surgeons. She is a Past 
President of Iota Sigma Epsilon, profes- 
sional journalism sorority of Northwest- 
ern University, and of the Chicago Chap- 
ter of Daughters of Union Veterans of the 
Civil War. She is Vice-President of the 
Chicago chapter of Sigma Phi Gamma, an 
international sorority. Her chief extra- 
curricular interests, so to speak, are biog- 
raphy and the history of the Civil War. 

The multitudinous duties discharged so 
well by Mrs. Haupers in connection with 
the International College of Surgeons have 
naturally, after ten years, made her thor- 
oughly conversant with all the details of 
qualification, membership and organiza- 
tional relations. The amount of corre- 
spondence she handles is staggering. She 
has been responsible for building up an 
accurate file of our foreign membership, 
with the name, address, official position, 
degrees and organizational status of each. 
She has undertaken and discharged the 
giant task of keeping the organizational 
records up to date and ready for reference 
at need. Obviously, in an organization 
with channels of constant communication 
throughout the world, this is no child’s 
play. 

Mrs. Haupers also describes herself as 
my “co-conspirator against Machiavellian 
machinators.”’ Who am I to say that she 
is wrong? She is an excellent counselor 
in emergency problems that require quick 
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practical action—calm, cheerful and avail- 
able whenever I need her. I can also en- 
dorse} with reservations, her statement 
that we have been “in complete agreement 
on every question for the past ten years 
and on the most amicable terms at all 
times, except when we disagreed.” Here 
Mrs. Haupers moves from understatement 
to exaggeration; the disagreements re- 
ferred to, set over against the benefits of 
our long and rewarding association, are 
not worth mentioning. Her own mention 
of them, nevertheless, is evidence of her 
characteristic humor and sense of propor- 
tion, which have frequently lightened my 
load as well as her own. 

Fortunate indeed is the man who em- 
ploys a helper and finds a friend! I have 
heard it said that “there is no such animal” 
as a staff worker whose interest in his 
work equals his interest in the figures on 
his salary check. I am in a position to 
scotch that slander once and for all. The 
College has had more than one staff mem- 
ber less preoccupied with “time-and-a-half 


for overtime” than with effort-and-a-half 


all the time. Of the three here mentioned, 
among others, not one has balked when 


circumstances made it necessary to in- 
crease the fraction or to double, nay treble, 
the integer. From your Founder’s point of 
view, higher praise there is none. 


IMPORTANT ANNOUNCEMENT FOR 
1957! 


_ The Tenth Biennial International Scientific Congress of the International 
College of Surgeons will be held at the invitation of the Mexican Govern- 
ment and under the Honorary Presidency of His Excellency Don Adolfo 
Ruiz Cortines, President of the Republic of Mexico, on Feb. 24-28, 1957, 
at University City, Mexico, D. F. The Grand Opening Ceremony will take 

place at the Palace of Fine Arts. The scientific sessions will convene in 

; the building of the University of Mexico. 

For further details, write to: 

International College of Surgeons 

1516 Lake Shore Drive 

Chicago 10, Illinois 

Attention: Secretary, Mexican Congress 


Veronica Haupers 


From the Executive 


The month of 
April was notable 
for two very excel- 
lent regional meet- 
ings. The Great 
Lakes Regional Di- 
vision convened at 
Madison, Wisconsin, 
on April 26, 27 and 
28. The professional 
program would have 
done justice to any 
national surgical 
meeting at any time. Representation was 
from twenty-eight states of the Union. 
The attendance was beyond all expecta- 
tions. Another fine feature was the large 
attendance of members of the Woman’s 
Auxiliary of the United States and Cana- 
dian Sections of the International College. 

Mrs. Arnold S. Jackson, together with 
many of the wives of the local surgeons, 
provided excellent entertainment for the 
visiting families. A feature of the dinner 
meeting on Thursday, April 26, was the 
presentation by Dr. George Callahan of 
his travelogue of the Far East; it had to do 
with the activities of the Thai Section 
of the International College of Surgeons. 
His motion pictures in color, as well as his 
stills, were excellent and provided not only 
much information but splendid entertain- 
ment. 

Dr. Arnold Jackson presented his trave- 
logue with the motion pictures he had 
taken on his European trips and, as usual, 
made it one of the highlights of the meet- 
ing. Dr. Jackson and his committee mem- 
bers are to be congratulated upon the ex- 
cellent panel discussions that were pre- 
sented throughout the various sessions of 
the meeting. It would be unfair to single 
out any discussion, for all were most inter- 
esting, and the participation from the floor 
was one of the outstanding features. 

Following this meeting, many of us re- 
turned to Chicago for a dinner meeting of 
the Executive Council of the International 


Dr. Ross T. McIntire 
F.A.C.S., F.I.C.S. 
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College of Surgeons, which was held at 
the Drake Hotel on Saturday, April 28. 
The following morning, the regular meet- 
ing of the Executive Council of the United 
States Section convened at the home of 
the International College. Dr. Max Thorek 
reported on the progress that is being made 
in the development and establishment of 
the School of the History of Surgery and 
Related Sciences. The School is now in 
being and is to be incorporated under the 
Charter of the International College of 
Surgeons. It is expected that courses will 
begin in the early Fall. Details will be 
announced in the near future. 

After the Executive Council meeting, 
we departed immediately for Chattanooga, 
Tennessee, where the Southeastern Region- 
al Division of the International College of 
Surgeons had its meeting. Dr. William G. 
Stephenson, the Regent for the State of 
Tennessee, had provided a most interesting 
program, as well as entertainment for the 
visiting families of surgeons. Chattanooga, 
having been the center of many of the 
important battles of the war between the 


states, has many interesting historic sites 


to be visited, not the least of which is 
Lookout Mountain, where the extraordi- 
nary “Battle of the Clouds” was fought. 

Going into the South, one is impressed 
each time with the hospitality of the people 
who live in that section of our country, 
where the gracious manner of living has 
not been forgotten. We could all learn 
something from them in the rush of 
present-day living by remembering that 
there are other days to come. 

One feature of this meeting was the ex- 
cellent representation of Regents from all 
of the Southern States. Many Vice-Re- 
gents of the United States Section were 
also present. It was my privilege to sit in 
conference with the Regents, discussing 
ways and means of providing programs 
that would be attractive to the younger 
surgeons. The banquet was well attended ; 
in fact, the ballroom was filled to capacity. 
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I discussed at some length the plans that 
are being made for the world cruise of the 
International College of Surgeons, which 
will begin in late October and will take 
approximately forty-two days to complete. 
This cruise will take in the principal coun- 
tries of the Far East, the Middle East and 
Southern Europe. I also discussed the pre- 
liminary outline of the establishment of 
the School of the History of Surgery and 
Related Sciences which will be conducted 
on the premises of the Hall of Fame of the 
International College of Surgeons. I ex- 
tended Dr. Max Thorek’s regrets at being 
unable to attend this meeting as the plans 
for the establishment of this postgraduate 
school made it necessary for him to re- 
main in Chicago. 

Other events during the month of April 
included the Congress on Industrial 
Health, which met in Philadelphia on April 
25. The secretary of this great organiza- 
tion is Dr. E. C. Holmblad. Our College 
has a distinct interest in the work of this 
organization, as our surgeons who work in 


the field of occupational rehabilitation play 
a most important part in this great field. 
This will be emphasized by an outstanding 
panel of speakers in a discussion on the 
surgery of rehabilitation as part of the 
program of the General Assembly on Mon- 
day, September 10, at our Chicago meet- 
ing. 

Two outstanding meetings still remain 
to be visited. One is the Niagara Falls 
Meeting of the Eastern Regional Division, 
to be staged jointly with an important 
representation from the Canadian Section 
of the International College. Your Execu- 
tive Director will appear on the profes- 
sional program of this meeting, which will 
take place on June 1 and June 2. The sec- 
ond important meeting is the one at York 
Harbor, which will follow the pattern of 
the Cape Cod meeting of last summer. 
The professional program, as planned, 
should be excellent. The recreational pro- 
gram will be outstanding and should at- 
tract the families of every participating 
surgeon. 


The 
Palmer House 


Twenty-first Annual Assembly 


UNITED STATES AND CANADIAN SECTIONS 
International College of Surgeons 


September 9-13 


| 
| 
CHICAGO. 
( 
‘ 

6 


The Great Lakes 
Regional Meeting at 
Madison and the 
Southeastern Re- 
gional Meeting at 
Chattanooga have 
come and gone, but 
both will long re- 
main a pleasant 
memory among 
those who attended. 

Members of the 
International Col- 
lege of Surgeons, 
guests and wives, 
numbering close to three hundred persons, 
came from twenty-one States of the Union 
to the Capital of the State of Wisconsin. 
There have been larger meetings, but, in 
the opinion of many who attended the 
sessions of the two-day program, seldom 
have they excelled the Madison meeting. 
I am most grateful for the many letters 
that keep arriving with favorable comments 
about the meeting. The participants will 
be happy to learn that the consensus of 
the writers is that this was the most in- 
structive two-day program they had ever 
attended. 

The large number of panel discussions 
included on the program proved to be ex- 
tremely popular and many requests have 
been extended to Dr. Peter A. Rosi to 
repeat the idea at the September meeting 
in Chicago; one of the most stimulating 
panel discussions on our program was con- 
ducted by this brilliant Chicago surgeon 
on the subject of gastrointestinal hem- 
orrhage. Dr. Karl A. Meyer conducted 
one of the finest symposiums on gastric 
surgery that I have ever heard. Then, the 
old team of Dr. Harry E. Bacon, as the 
team’s leader, and Drs. Curtice Rosser, 
Frederick B. Campbell, and Herbert Hayes, 
aided and supplemented by Drs. Louis T. 


Dr. Arnold S. Jackson 
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Palumbo and Peter A. Rosi, scored another 
hit with their panel on surgery of the 
colon. There is no more dynamic surgeon or 
better moderator than Ted Bacon, in my 
humble opinion. 

Dr. Ralph R. Coffey not only presented 
a most instructive paper on breast surgery 
but brought forth some stimulating parti- 
cipation in the panel discussion he con- 
ducted on biliary surgery. Dr. Gershom J. 
Thompson also contributed substantially 
to the success of the meeting with his 
instructive paper on the indications for 
prostatic resection as well as the panel 
discussion he led on urolithiasis. Seldom 
has more talent been assembled into a 
single symposium than the aggregate com- 
prising Edward L. Compere’s eight-man 
panel of speakers, and this leader’s method 
of conducting the discussion was new and 
refreshing; the topic reviewed was the 
management of hip fracture. As much 
praise could be given to Dr. Raymond W. 
McNealy’s well-informed group, participat- 
ing in the panel discussion on problems of 
herniorrhaphy. 

In full harmony with the policy of the 
International College of Surgeons, to aid 
and assist in the development of its young 
surgeons, the writer attempted to draw 
into active participation on the program 
of the Great Lakes Regional Meeting 
several younger surgeons, and all of them 
acquitted themselves well. This was especi- 
ally true of the panel that discussed var- 
ious aspects of the acute surgical abdomen. 

I appreciate especially the many leaders 
of the college who attended our meeting 
despite having to travel long distances at 
a personal sacrifice, namely, Drs. Neal 
Owens, New Orleans; Earl J. Halligan, 
Jersey City ; Herbert Hayes, Houston; Gil- 
bert F. Douglas, Birmingham; Clarence E. 
Moore, Harrisburg; Moses Behrend, Phila- 
delphia ; Max M. Simon, Poughkeepsie, and 
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Frank Ciancimino, Nyack, to mention only 
afew. Many of the surgeons brought their 
wives and their children with them, and, 
although the weather was “not as usual,” 
they all seemed to enjoy the company and 
the entertainment. 

The International College in general and 
I in particular are indebted to many others 
for the success of the meeting. I appreciate 
the loyalty of such members as Dr. Sam 
Mosely, who not only traveled all the way 
from Selma, Alabama, but carried with him 
a wild turkey as a gift for the host; Dr. 
Charles Ciancimio, who came with his wife 
from Brooklyn; Dr. Jim Casey, who came 
from the “deep heart” of the Great State 
of Texas, and the many others who trav- 
eled all the way from California, Mon- 
tana or Nebraska. The Wisconsin mem- 
bers and their wives did yeoman service 
as hosts. Regents Russel M. Kurten, J. 
Duane Miller and Alfred A. Strauss kept 
the program moving on schedule. Mr. 
William Burns devoted his time and able 
directions to arranging some excellent ex- 
hibits, and I am especially appreciative of 
Bill’s contribution as well as of the assist- 
ance given to us by the exhibiting organi- 
zations. A substantial gift from the Ar- 
mour Company was most helpful to us. 
Many others also earned thanks, if space 
would only permit mentioning each of them 
individually. I will only mention Dr. Ross 
T. McIntire, who is doing such a wonder- 
ful job for the College; his assistant, Mrs. 
Suzelle Baldwin; my secretary, Miss Lois 
Pluckhan, and the registrar, Miss Marie 
Beil. 


Southeastern Regional Meeting 


Dr. William G. Stephenson and his able 
group of co-workers, Drs. Guy M. Francis, 
W. D. L. Record, J. F. Hobbs, Moore J. 
Smith, Cecil E. Newell and Mrs. W. D. L. 
Record, deserve orchids for the excellent 
meeting they organized at Chattanooga for 
the International College. So much work 
is involved in the planning and the organiz- 
ing of one of these meetings that the Col- 
lege is really indebted to this group for 


the splendid effort and the excellent re- 
sults. 

The Chattanooga meeting attracted sur- 
geons from all parts of the South and con- 
tributed greatly toward stimulating broad 
interest in the International College of 
Surgeons. The papers were of a high caliber 
and their excellence is attested to by the 
fact that most of the audience stayed until 
the last report had been delivered. I had 
the pleasure of listening to many fine 
papers, among them one by Prof. Kenneth 
P. Pickrell, Duke University. His paper, en- 
titled “Gracilis Muscle Transplant Opera- 
tion for the Correction of Rectal Incontin- 
ence,” seemed especially important. Dr. 
J. D. Morgan, the Regent for the State of 
Alabama, gave a fine résumé of his ex- 
perience with operative cholangiographic 
demonstration of biliary tract pathology, 
and Dr. Converse Peirce II, Knoxville, 
discussed the diagnosis and treatment of 
aneurysms, 

By the clock, I notice I have just about 
enough time to hurry to the clinic to com- 
plete some odds and ends before catching 
my plane for Jackson, Mississippi, where 
I shall attend the Centennial Meeting of the 
State Medical Society as guest of Dr. Law- 
rence Long, the Regent for the State of 
Mississippi. Yesterday I returned to Madi- 
son for a few hours of urgent dictation and 
a brief visit with my family. After attend- 
ing church services, it was again time to 
repack my bag and be off. This will make 
the fifth meeting in three weeks, not count- 
ing the three I had to miss. Unfortunately 
I shall also be unable to attend the Eastern 
Regional Meeting at Niagara Falls, On- 
tario, which will have taken place by the 
time this issue of the Bulletin reaches you. 
But my schedule calls for my presence at a 
meeting of the South Dakota and North 
Dakota State Medical societies in Aberdeen 
during the first week in June. After that, 
however, comes Dr. M. Leopold Brodny’s 
mid-summer meeting at York Harbor, 
Maine, July 1-6. I look forward to seeing all 
of you at this “resort” gathering, which 
none of you should miss if you can possibly 
help it. 


REVIEW OF THE GREAT LAKES REGIONAL MEETING 


The program of the Great Lakes Re- 
gional Division of the United States Section 
of the International College of Surgeons, 
which convened at Madison, Wisconsin, 
under the chairmanship of Dr. Arnold S. 
Jackson, F.A.C.S., F.I.C.S., President of 
the United States Section, provided—as 
was apparent at a glance—a wonderful 
opportunity for an exchange of valuable 
surgical information and experience among 
those who participated. The most striking 
feature of the program was the broad ap- 
plication of the panel discussion technic 
for imparting scientific information. Dif- 
ficult as it may be to summarize the mate- 
rial that is covered in panel discussions, 
the approach is ideal for surveying many 
aspects of a single problem. Also, it is one 
of the more successful meeting technics 
for drawing into active participation a 
large segment of the registrants at a 
meeting. 

The Madison program included panel 
discussions on nine separate topics. By the 
use of this technic of presentation, more 
than 60 surgeons had the opportunity to 
make individual contributions to the cov- 
erage of the subjects under discussion. 
With good organization, the interest of the 
audience did not wander from the matters 
being discussed. 

In addition to the panel discussions, 
perhaps a dozen or more important papers 
on a broad range of surgical topics were 
presented by individual investigators. 
Small wonder that the two-day meeting 
proved so successful. A tremendous amount 
of interesting information was telescoped 
into scientific sessions that in themselves 
took about a day and a half. 

Although the full benefits of any meet- 
ing of the International College of Sur- 
geons—whether regional, national or inter- 
national—can be reaped only by attending 
and participating, a group of the papers 
heard at the Great Lakes Regional Meet- 
ing are herein summarized, in order to 
share a small part of the program mate- 
rial with those readers of the Bulletin 
who were unable to be present. 


e Dr. Neal Owens, F.A.C.S., F.LCS., 
D.A.B., Professor of Clinical Surgery and 
head of the Department of Plastic Surgery 
at Tulane University, Vice-President of 
the United States Section, reported on the 
primary repair of facial injuries of trau- 
matic origin. His concern was for the 
violent injuries that accompany the accel- 
erated tempo of modern life, the ever-in- 
creasing complexity of our mechanical 
technology, the high speeds of present-day 
mediums of transportation and the stag- 
gering physical hazards posed by modern 
warfare. He endeavored to arouse broad 
interest in injuries which today are the 
specialty of the reconstructive surgeon, 
but which tomorrow—in the event of 
large-scale casualties—may well become 
problems faced by every doctor. Cranio- 
facial injuries typical of certain kinds of 
violent accident, e.g., those inflicted upon 
the passenger seated next to the driver 
during automobile collisions, were dis- 
cussed. Attention was called to the need 
for prompt recognition and immediate care 
of such complications as shock, obstruction 
of the airway and injuries of the eye or 
central nervous system. 

In relation to the repair of the primary 
wound, Dr. Owens underscored the need to 
recognize how much displacement would 
result from the muscular pull on fragments 
of facial bones. He referred to the need 
for an awareness of the possibility of deep 
cranial hemorrhage. Among the details 
that are important to bear in mind, he said, 
are damage to the facial nerve, indications 
for early tracheotomy, the importance of 
checking the mouth in order to forestall 
aspiration of broken teeth and of looking 
for signs of rhinorrhea or otorrhea. Palpa- 
tion, he stressed, is an important phase in 
the diagnosis of facial injuries. He closed 
with a review of the important aspects of 
the care of acute wounds: Proper cleans- 
ing, exploration for foreign matter, dé- 
bridement of devitalized tissue, gentle 
handling of tissue, avoidance of tension in 
suturing the wound, the advantage of a 
simple method of closure and the value of 
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proper fixation and support for fractures 
and wounds. 


e Dr. Collin S. MacCarty, F.A.C.S., 
F.1.C.S., D.A.B., Assistant Professor of 
Neurologic Surgery at the Mayo Founda- 
tion, University of Minnesota; Staff Mem- 
ber of the Mayo Clinic, and Representative- 
at-Large of the International College of 
Surgeons, presented a report on tic dou- 
loureux. Dealing with the management of 
the disease, he summarized its historical 
background and discussed the signs, symp- 
toms, etiologic factors and incidence. Point- 
ing out that permanent and effective relief 
of tic douloureux is attainable only by oper- 
ation, he evaluated the four types of 
surgical procedure in use. He summarized 
the results secured at the Mayo Clinic by 
means of section of the posterior root in 
the more than 800 patients treated. 


e Dr. Curtice Rosser, F.A.C.S., F.I.C.S., 
D.A.B., Professor and Head of the Depart- 
ment of Proctology at Southwestern Medi- 
cal College; Chief of the Proctologic Staff 
of City-County Hospitals; Proctologist at 
Baylor University Hospital, and President- 
Elect of the United States Section of the 
International College of Surgeons, spoke on 
the management of diverticular disease. He 
emphasized the need for informing the 
patient who has uncomplicated diverticulo- 
sis of its presence and of the possible 
sequelae. This, he said, is necessary for the 
patient’s own future guidance. Recurring 
episodes of diverticulitis—with bleeding, 
pain, fever or narrowing of the lumen of 
the bowel—call for elective surgical inter- 
vention during an interval of quiescence; 
this procedure, he maintained, is far safer 
than allowing the disease to run its usual 
full course. 


e Dr. Alfred A. Strauss, F.A.C.S., 
F.1C.S., Senior Attending Surgeon at 
Michael Reese and Mount Sinai Hospitals 
and Regent for the State of Illinois of the 
United States Section of the International 
College of Surgeons, spoke on liver decom- 
pression by drainage of the common bile 
duct in cases of subacute and chronic jaun- 
dice. He had reported on the same subject 
of the Journal of the American Medical 


Association, Oct. 22, 1955, on the basis of 
his experience with 60 patients who had 
hepatitis or concomitant infection of the 
biliary duct as a cause of chronic jaundice. 
He now stressed some of the high points 
of his experience and recommended drain- 
age of the common bile ducts to relieve 
pressure in children with congenitally de- 
formed ducts and in the presence of acute 
or subacute hepatitis and in chronic jaun- 
dice, traceable to infection of the bile ducts. 


e Dr. Chester C. Guy, F.A.C.S., F.LC.S., 
D.A.B., Attending Surgeon at Cook County 
Hospital and Associate Clinical Professor 
of Surgery at the University of Illinois 
Medical School, reviewed his own experi- 
ence with the use of tantalum mesh in 
herniorrhaphy. The 5-10 pef cent recur- 
rence rate for indirect inguinal hernia and 
the 15-30 per cent recurrence rate for direct 
inguinal hernia usually stem from faulty 
technics, e.g., suturing muscle to fascia, 
using catgut for suture material, apply- 
ing excessive tension in suturing, approach- 
ing all hernias in like manner or in the 
repair of indirect hernia, failing to close 
the internal ring adequately. Other causes 
of recurrence are wound infection, cough- 
ing, premature return to usual activities 
and, most important, debilitated tissues. 
The use of tantalum mesh has proved to be 
a solution in cases in which thin or obese 
fascial tissues cannot be expected to hold. 
The mesh stimulates the development of 
dense, strong and permanent fascia-like 
fibrous tissue. It has been particularly help- 
ful in the repair of large ventral hernias. 
Considerable reluctance to use tantalum 
mesh in the inguinal region, however, still 
exists. Dr. Guy’s experience with the mesh 
is based on more than 450 operations for 
the repair of inguinal hernia. The material 
is being used in primary operations for 
approximately 15 per cent of the indirect 
hernias and about 75 per cent of the direct 
or combined direct and indirect hernias 
now being treated. It can be used in in- 
fected or potentially infected wounds with- 
out persistent drainage of the sinuses. 
Months and even years of follow-up of 
hundreds of patients have disclosed no 


more discomfort or disability after the use 
of the mesh than after repairs performed 
without it. In Dr. Guy’s opinion recurrence 
of the difficult-to-repair inguinal hernia 
may be reduced 50 per cent by the proper 
application of tantalum mesh. 


e Dr. Ralph Ringo Coffey, F.A.CS., 
F.I.C.S., D.A.B., Director of Surgery at the 
Kansas City General Hospital and Chief 
of the Surgical Department of St. Joseph’s 
Hospital, gave an illustrated talk on the 
planning of breast incisions. He advocates 
a submammary incision, through which 
the surgeon—by everting the breast—ex- 
cises diseased lobes or lobules through the 
posterior surface of the breast, with mini- 
mal blood loss, with no disturbance of the 
fatty pad overlying the breast and, there- 
fore, with minimal or no scarring deform- 
ity or functional impairment of the breast. 
Cells from malignant lesions, he main- 
tained, would be less likely to be implanted 
by this technic than by cutting into the 
lesion to obtain a biopsy specimen. If the 
growth proves to be malignant, the region 
is thoroughly irrigated and closed, after 
which the field is properly prepared anew 
for the radical excision of the breast. Dr. 
Coffey considers mutilating operations of 
the breast totally unnecessary in the man- 
agement of a benign lesion. For subareolar 
lesions, he advocated circumareolar skin 
and superficial fascia incisions, to permit 
exploration of the region, with replace- 
ment of the areola after the investigation 
has been completed. For radical mammary 
amputation, he prefers the transverse type 
of incision, with the lateral end high in 
the posterior axillary area and slanting 
down toward the midsternum in an elliptic 
curve. 


e Dr. Harry E. Bacon, F.A.C.S., F.1.C.S., 
D.A.B., Professor and Head of the Depart- 
ment of Proctology at Temple University 
Medical School ; Head of the Department of 
Proctology at St. Mary’s Hospital, and 
Vice-Chairman of the Qualifications and 
Examination Council of the United States 
Section of the International College of Sur- 
geons, surveyed his experience with ulcera- 
tive colitis in 402 patients. Of the series, 


84 underwent colectomy, with a death rate 
of 1.7 per cent. The operation, he said, 
may be performed as a three-stage, two- 
stage or one-stage procedure. In 28 recent 
cases, ileostomy, total colectomy and proc- 
tectomy were performed, with only 1 death. 
Pseudopolyposis was observed in 59.5 per 
cent of the patients; in 18.1 per cent of 
these, cancer of the bowel was also present. 
Cancer is observed in approximately 25 per 
cent of patients who have had ulcerative 
colitis for five years or longer. Colectomy 
appears, therefore, to be a wise choice 
whenever ulcerative colitis is intractable, 
pseudopolyps are detected or the disease is 
of five years’ duration or more. 


e Dr. David A. Culp, Associate Professor 
of Urology at the State University of Iowa, 
University Hospitals, reviewed his experi- 
ence with the application of the Johanson 
technic in the treatment of urethral stric- 
tures. In the two years that he has used 
this procedure, he has encountered 300 
cases of urethral stricture. He analyzed 
the symptoms and the diagnosis in these 
cases and described the forms of therapy 
used. He also described the urethroplastic 
technic for the repair of such strictures 
and evaluated the results secured by vari- 
ous forms of therapy, including urethro- 
plasty. 


e Dr. Gilbert F. Douglas, F.A.C.S., 
F.I.C.S., D.A.B., Associate Professor of 
Gynecology at the Medical College of Ala- 
bama; Attending Gynecologist at Jefferson- 
Hillman Hospital; Visiting Gynecologist at 
Baptist and Carraway Methodist hospitals 
and South Highlands Infirmary, and Chair- 
man of the Board of Regents of the United 
States Section of the International College 
of Surgeons, devoted his report to problems 
which are of common concern to the gyne- 
cologist, the urologist and the proctologist. 
The specialized work in these fields is 
closely interrelated in dealing with congeni- 
tal anatomic deviations, e.g., the combined 
rectum and vagina or cloaca; the imperfor- 
ate anus, or the imperforate hymen. The 
three fields are related also in coping with 
anatomic deviations that result from pres- 
sure or trauma—rectocele, hemorrhoids, 
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rectal incontinence, retrovaginal fistula, 
episiotomy and its complications, and rectal 
prolapse. Various infectious processes— 
proctitis, colitis (bacterial, amebic or ulcer- 
ative), diverticulitis, lymphopathia venere- 
um with rectal stricture, anal fistula, anal 
fissure and rectal gonorrhea—are of equal 
interest to each of these specialties. Neo- 
plasms, benign or malignant (multiple 
polyposis, benign tumors, scirrhous car- 
cinoma of the rectosigmoid, adenocarcin- 
oma of the cecum or colon on the right side, 
ovarian tumors, cysts or other growths) 


and ectopic pregnancy also concern the 
representatives of several fields. Constipa- 
tion, fecal impaction, endometriosis, pelvic 
pain and acuminate condylomas are prob- 
lems that also may call for joint solution. 
And, finally, dilatation of venules as a 
result of childbirth, absence of venous 
valves in the superior hemorrhoidal vein, 
infection, constipation with straining at 
stool and overeating with frequent hard 
stools are all reasons for collaborative 
thinking on the part of the representatives 
of two or more specialties. 


MIDSUMMER MEETING OF THE EASTERN REGIONAL DIVISION 
Monday, July 2, 1956. Dedicated to New Jersey . 


Morning THEME: Rehabilitation 
Session 
9:30 Rehabilitation in All Its Phases 
Ross T. McIntire, M.D., F.A.C.S.. 

F.1.C.S., D.A.B. 

Vice-Admiral, United States Navy 
(ret.); Executive Director, Interna- 
tional College of Surgeons 
Technic of Rehabilitation of the 
Armless (The Edwin Speidel Grad- 
uate Lecture) 

Henry H. Kessler, M.D., F.A.CSS., 
F.I.C.S., D.A.B. 

Medical Director, Kessler Institute 
for Rehabilitation 

Surgical Rehabilitation of Malig- 
nant Exophthalmos 

Joseph F. Dorsey, M.D., F.A.C.S., 
F.I.C.S., D.A.B. 

Instructor in Neurosurgery, Tufts 
University School of Medicine 
Surgical Rehabilitation of Diseases 
of the Spine and Spinal Cord 
James W. Watts, M.D., F.A.C.S., 
F.I.C.S., D.A.B. 

Professor of Neurologic Surgery, 
George Washington University 
Rehabilitation in Psychiatry 
Merrill Moore, M.D., D.A.B. 
Clinical Associate in Psychiatry, 
Harvard Medical School 


THEME: Gynecology 
and Obstetrics 


Afternoon 
Session 
2:00 Uterotubography 
(Postgraduate Lecture) 
Samuel A. Robins, M.D., F.A.C.S., 
D.A.B. 


Professor of Radiology, Tufts Uni- 
versity School of Medicine; Instruc- 
tor, Harvard Medical School 
Hysterectomy Combined with Vesi- 
courethral Suspension 

Clarence M. Hawke, M.D., F.A.C.S., 
F.1.C.S., D.A.B. 

Clinical Professor of Gynecology, 
Hahnemann Medical College 
Management of Advanced Cancer 
of the Breast 

S. Charles Kasdon, M.D., F.A.C.S., 
D.A.B. 

Assistant Clinical Professor of Ob- 
stetrics and Gynecology, Tufts Uni- 
versity School of Medicine 

Uterine Bleeding: Diagnosis and 
Treatment—A Word of Hope 
Gilbert F. Douglas Sr., M.D., 
F.A.C.S., F.1.C.S., D.A.B. 
Associate Professor of Clinical 
Gynecology, Medical College of Ala- 
bama 

The Management of Prolonged 
Labor 

August F. Daro, M.D., F.I.C.S. 
Professor of Obstetrics, Cook Coun- 
ty Graduate School of Medicine 
Incidence of Cesarian Section in a 
General Hospital 

Herschel Heinz, M.D., F.I.C.S. 
Chief Obstetrician, St. Luke’s Hos- 
pital of Bedford, Massachusetts 
Discussion 

Daniel Abramson, M.D., F.A.CS., 
F.I.C.S. 

Instructor in Obstetrics, Harvard 
Medical School 


3:00 
3:20 
3:40 
4:20 
4:40 
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Tuesday, July 3, 1956. Dedicated 


to Pennsylvania 


Morning THEMES: Medical Economics A. W. Ormiston, B.A., LL.B. 
Session and Eye, Ear, Nose and Throat Wharton School of Business 
9:30 Avenues of Investment Opportuni- 3:00 Rupture of the Supraspinatus 
ties for Physicians Tendon 
Mr. George K. Whitney Samuel S. Hanflig, M.D., D.A.B. 
Trustee, Massachusetts Investors Instructor in Orthopedic Surgery, 
Trust Tufts University School of Medi- 

10:30 Rehabilitation of Deafness and cine; Instructor in Surgery, Har- 
Auditory Impairments vard Medical School . 

George Shambaugh Jr., M.D., 3:30 The Clinicobacteriologic Evalua- 
F.1L.C.S., D.A.B. tion of Furadantin in Urinary 
Professor of Otolaryngology, North- Tract Infections 

western University, School of Medi- Lowrain E. McCrea, M.D., F.A.C.S., 
cine F.1L.C.S. 

11:00 Discussion Clinical Professor of Urology, Tem- 
Philip E. Meltzer, M.D., D.A.B. ple University School of Medicine; 
Professor of Otolaryngology, Tufts Chief Attending Urologist, Phila- 
University School of Medicine; Lec- delphia General Hospital; Regent 
turer in Otology, Harvard Medical for the State of Pennsylvania, 
School United States Section, International 
Alan A. Scheer, M.D., F.I.C.S., College of Surgeons 
D.A.B. 4:00 Discussion 
Assistant Clinical Professor of Ear, Normal L. Wilson, M.D., F.I.C.S. 
Nose and Throat, New York Uni- 4:15 Hypersplenism and Splenectomy 
versity William Dameshek, M.D., F.A.C.P. 

11:30 Rehabilitation of the Blind Professor of Medicine, Tufts Uni- 
Sidney S. Deutch, M.D., F.A.C.S., versity School of Medicine 
F.L.C.S. 4:45 Dangerous Sequelae of 


Afternoon 


Session 
2:00 


Visiting Ophthalmic Surgeon, Bos- 
ton City Hospital 

THEMES: Medical_ Economics, 
Orthopedics, Urology, Splenology 
Insurance Programs for Surgeons: 
Errors and Remedies 


Splenectomy 

Sidney Gellis, M.D. 

Chief Pediatrician, Beth Israel Hos- 
pital of Boston; Assistant Professor 
of Pediatrics, Harvard Medical 
School 


Thursday, July 5, 1956. Dedicated to New York 


Instructor in Proctology, Graduate 


Morning THEMES: Education, Plastic 
Session Surgery, Proctology Division, Tufts University School of 
9:30 Medical Illustration: Its Impor- Medicine 
Discussion 


tance in Education; Demonstration 
of Technics, Principles and 
Methods 

Frank Netter, M.D. 


Medical Illustrator 


Gaspar Angelo, M.D., F.I.C.S., 
D.A.B. 

Proctologic Surgeon, Mt. Auburn 
and Cambridge City hospitals, Cam- 
bridge, Massachusetts; Instructor, 


10:30 ae after Graduate Division, Tufts University 
School of Medicine; Assistant Sur- 
Malvin F. White, M.D., D.M.D. geon in Proctology, Tufts Univer- 
Professor of Surgery, Tufts Univer- sity School of Medicine 
sity School of Medicine; Instructor Afternoon THEME: Abdominal Surgery 
in Surgery, Harvard Medical School _ geggion 
11:00 Proctologic Manifestations of 2:30 The Diagnosis and Treatment of 


Systemic Disease 
John F. Keane, M.D., F.I.C.S., 
D.A.B. 
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Surgical Lesions of the Esophagus 
Earl J. Halligan, M.D., F.A.CS., 
F.1.C.S. 
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Chief Surgeon, Medical Center of 
Jersey City 
Postoperative Cholorrhea 

David D. Berlin, M.D., F.A.C.S., 
D.A.B. 


Clinical Professor of Surgery, Tufts — 


University School of Medicine 
Diverticulitis of the Large Bowel 
Stanley J. G. Nowak, M.D., 
F.A.C.S., D.A.B. 

Chief of Surgery, Mt. Auburn 
Hospital of Cambridge; Visiting 
Surgeon, Boston City Hospital 
Gastric and Duodenal Perfora- 
tions: Choice of Operation 


4:30 


Moses Behrend, M.D., F.A.C.S., 
F.LCS. 

Associate in Surgery, Jefferson 
Medical College; Vice-President, 
United States Section, International 
College of Surgeons; Chairman, 
Qualification and Examination 
Council for Associate and Junior 
Members of the College 

Surgical Treatment of Carcinoma 
of the Ampulla of Vater 

Louis H. Nason, M.D., F.A.CS., 
D.A.B. 

Instructor in Surgery, 
Medical School 


Harvard 


News Notes on Participants in Midsummer Meeting 


Dr. Earl J. Halligan, F.A.C.S., F.I.C.S., 
Regent for the State of New Jersey, has 
undertaken several serious tasks for the 
spring and summer. Besides having ac- 
cepted appointment as an Honorary Chair- 
man of the Midsummer Meeting of the 
Eastern Regional Division at York Harbor, 
he will also serve as Officer of the Day for 
the sessions dedicated to New Jersey on 
July 2. He will deliver the postgraduate 
lecture on abdominal surgery, discussing 
the diagnosis and treatment of surgical 
lesions of the esophagus on July 5. His 
threefold role in this meeting would be 
generous in a season when others are 
training their sights on the fields, the 
woods or the streams. Not so with Dr. 
Halligan who has a strong sense of profes- 
sional responsibility. 

On May 26, the Seton Hall College of 
Medicine and Dentistry and the Jersey 
City Medical Center convened for their 
first joint clinical meeting. The Chairman 
of the Executive Committee for that one- 
day meeting was none other than Dr. 
Halligan, Medical Director of the Jersey 
City Medical Center. This was in itself a 
considerable undertaking, for the Jersey 
City Medical Center and the Seton Hall 
College of Medicine and Dentistry together 
encompass a large group of sky-scraping 
buildings, comprising almost a city within 
a city. 

At this meeting, reports were heard on 
such topics as “Recent Advances in the 


Treatment of Cerebral Vascular Diseases” ; 
“The Management of Toxemia of Preg- 
nancy”; “Surgical Disorders of Gastroin- 
testinal Secretion”; ‘‘Surgical Consid- 
eration of the Therapy of Nonspecific 
Ulcerative Colitis”; “The Management of 
Carcinoma of the Colon and Rectum,” and 
“Duodenal Ulcer: Criteria of Intractabil- 
ity.” A clinical roentgenologic conference 
has also been organized. 

Under Dr. Halligan’’s leadership, a roster 
of excellent speakers had been brought to 
this meeting, among them Willard C. 
Fleming, D.D.S., Dean of the College of 
Dentistry, University of California; Sam- 
uel A. Levine, M.D., F.A.C.P., D.A.B., 
Clinical Professor of Medicine at Harvard 
Medical School; Merrill C. Sosman, M.D., 
D.A.B., Professor of Radiology at Harvard 
Medical School; Irving S. Wright, M.D., 
F.A.C.P., D.A.B., Professor of Clinical 
Medicine, Cornell University Medical Col- 
lege; Samuel A. Cosgrove, M.D., F.A.C.S., 
F.L.C.S., D.A.B., Clinical Professor of Ob- 
stetrics and Gynecology, College of Physi- 
cians and Surgeons, Columbia University ; 
John H. Mulholland, M.D., F.A.C.S., D.A.B., 
George David Stewart Professor of Sur- 
gery at New York University College of 
Medicine; John H. Garlock, M.D., F.A.C.S., 
F.LC.S., D.A.B., Clinical Professor of Sur- 
gery, New York University-Bellevue Med- 
ical Center; Richard B. Cattell, M.D., 
F.A.C.S., D.A.B., Director of Lahey Clinic, 
and Henry L. Backus, M.D., Professor of 
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Medicine and Chairman of the Depart- 
ment of Medicine, University of Pennsyl- 
vania. 

A Milestone for Dr. Henry H. Kessler 

The Kessler Institute for Rehabilitation 
at West Orange, New Jersey, recently 
organized a celebration of the sixtieth 
birthday anniversary of Dr. Henry H. 
Kessler, F.A.C.S., F.1LC.S., its founder. 
Four hundred prominent civic leaders of 
the area gathered at a banquet to honor 
him on this occasion. Dr. Kessler is one 
of the founding members of the A.M.A. 
Council on Industrial Health, and has at- 
tained international renown for his impor- 
tant contributions to the field of physical 
medicine and rehabilitation through his 
work with the Technical Assistance Ad- 
ministration of the United Nations. At the 
birthday celebration, the Kessler Institute 
for Rehabilitation bestowed the “Dignity 
of Man” award upon Dr. Dwight H. Mur- 
ray, President-Elect of the American 
Medical Association. This award was made 
for Dr. Murray’s “unique contribution” as 
a leader in American Medicine. In accept- 
ing his award, Dr. Murray paid tribute 
to Dr. Kessler for the seventeen years of 
hard work he has contributed to the work 
of the Council on Industrial Health. Dr. 
Kessler will speak at the Midsummer 
Meeting of the Eastern Regional Division 


Twenty-first Annual Assembly 


at York Harbor, Maine. . 
Dr. William Dameshek’s Worldwide Tour 


Dr, William Dameshek, M.D., F.A.C.P., 
D.A.B., Professor of Clinical Medicine at 
Tufts University School of Medicine and 
an authority on hematology, should be in 
a position to make most interesting con- 
tributions to the midsummer meeting of 
the Eastern Regional Division of the 
United States Section of the International 
College of Surgeons at York Harbor, 
Maine, July 1-6, 1956. He has been sched- 
uled to present two reports at this meet- 
ing, one of them a scientific paper on 
hypersplenism and splenectomy, the other 
an educational report on the status of 
medicine behind the Iron Curtain. Ac- 
cording to an exclusive interview granted 
by Dr. Dameshek to Scope, the scientific 
newspaper of the Upjohn Company, he 
has just returned from an eleven-week 
tour of medical centers in various parts of 
the world. During this tour, he visited 
Hawaii, Japan, Hong Kong, Thailand, In- 
dia, Turkey, Italy, France, Austria, Fin- 
land and the U.S.S.R. With his particular 
interest in the progress various countries 
have made in hematologic studies, Dr. 
Dameshek reported that, after the United 
States, the countries which had progressed 
furthest in blood studies are Japan and 
the U.S.S.R. 


UNITED STATES AND CANADIAN SECTIONS 


The preliminary program of the Twen- 
ty-first Annual Assembly of the United 
States and Canadian Sections of the Inter- 
national College of Surgeons has gone to 
press and should be in the mails by the 
time this Bulletin reaches its readers. The 
various committees responsible for draw- 
ing up the final program of the meeting, 
which will convene at The Palmer House, 
Chicago, on September 9-13, are working 
intensively to excel all previous programs 
organized jointly by the two North Ameri- 
can sections of the College. The various 
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surgical divisions—coloproctologic, neuro- 
logic, obstetric and gynecologic, occupa- 
tional and rehabilitative, ophthalmic and 
otorhinolaryngologic, orthopedic and uro- 
logic—are all arranging programs in their 
respective fields of specialization. Sessions 
of the General Assembly will meet on each 
of the five days of the congress. The Sur- 
gical Nurses’ Section will hold sessions on 
September 10, 11 and 12. And the Wom- 
an’s Auxiliary of the United States and 
Canadian Sections has planned programs 
and activities for the wives and families 
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of surgeons on each of the meeting dates. 

It is hoped that all members of the 
United States and Canadian Sections will 
make a point of being present. It is sug- 


gested, moreover, that they register ~ 


promptly not only to signify their inten- 
tion of attending but to avoid any possible 
difficulties in securing accommodations at 
the headquarters hotel. Junior Members, 
according to a recent decision of the 
United States Section, have a standing in- 
vitation to attend all scientific sessions 
without payment of the usual registration 
fee. All surgeons, physicians and scien- 
tists working in allied fields have also been 
cordially invited to attend. 


The roster of surgeons who have agreed 
to participate in the scientific work of the 
Assembly looks like a Who’s Who in Sur- 
gery. Foreign sections of the Interna- 
tional College are sending their repre- 
sentatives to this important gathering, 
and several of the foreign sections are also 
represented on the roster of speakers. 


Among the prominent foreign guests 
who will attend the Twenty-first Assem- 
bly of the United States and Canadian 
Sections are: 


e Prof. Dr. Hachiro Akaiwa, F.I.C.S., Pro- 
fessor of Surgery (Emeritus) Kyushu 
University Hospital 

e Prof. Dr. Abel Canénico, Former Pro- 
fessor of Surgery, National cantonal 
of Buenos Aires 
Prof. Dr. Jorge Taiana, F.I.C.S. (Hon.), 
Former Professor of Surgery and Dean 
of the Medical Faculty, National Univer- 
sity of Buenos Aires; President, Argen- 
tine Section, International College of 
Surgeons 
Prof. Dr. Felix Mandl, F.I.C.S. (Hon.), 
Chief, Surgical Section, Kaiser Franz- 
Joseph Hospital, Vienna; Secretary, Aus- 
trian Section, International College of 
Surgeons 
Dr. Leon Gerin-Lajoie, Professor of Ob- 
stetrics, University of Montreal 
Prof. Dr. Carlos Gama, F.I.C.S., Profes- 
sor of Neurosurgery, University of Sao 
Paulo; President-Elect, International 
College of Surgeons 


e Prof. Dr. Lucas Monteiro satan, 


F.LC.S., Professor of Gynecology and 
Director of the Faculty of Medical Sci- 
ence, University of Minas Gerais; Mem- 
ber, International Board of Governors, 
International College of Surgeons 


e Dr. Clovis Salgado, Minister of Health, 


Sao Paulo 


e Dr. Eurico Branco Ribeiro, F.I.CS., 


Director, Sao Lucas Sanatorio, Sao Pau- 
lo; President, Brazilian Section, Inter- 
national College of Surgeons 


e Prof. Dr. Francisco Grana, F.A.C.S., 


F.I.C.S. (Hon.), Professor of Surgery 
(Emeritus), San Marcos’ University, 
Lima; President, Peruvian Section, In- 
ternational College of Surgeons 


e Prof. Dr. Tassilo Antoine, F.I.C.S., Dean 


of the Faculty of Medicine, University 
of Vienna; Vice-President, Austrian 
Section, International College of Sur- 
geons 

Prof. Dr. Rudolf Nissen, F.1.C.S. (Hon.), 
Professor and Head of the Department 
of Surgery, University of Basel; Presi- 
dent, International College of Surgeons 


e Prof. Dr. Albert Jentzer, F.I.C.S., Pro- 


fessor of Surgery, University of Geneva; 
Secretary and Member, International 
Board of Governors, International Col- 
lege of Surgeons 


Prof. Dr. César A. Pantoja, F.I.C.S., Pro- 
fessor of Surgery, Faculty of Medicine, 
National University of Bogota; Member, 
International Board of Governors, Inter- 
national College of Surgeons 

Prof. Dr. Lucien Leger, F.I.C.S., Profes- 
sor of Surgery, Faculty of Medicine, 
Paris; Member, International Board of 
Governors, International College of Sur- 
geons 


e Prof. Dr. Raymond Darget, F.I.C.S. 


(Hon.), Professor of Urology, University 
of Bordeaux; Secretary and Member, 
International Board of Governors, Inter- 
national College of Surgeons 


e Prof. Dr. Pedro A. Gutierrez Alfaro, 


F.I.C.S., Minister of Health and Educa- 
tion, Caracas 

Prof. Dr. Edmond Velter, F.I.C.S., Direc- 
tor of Ophthalmology, Faculty of Medi- 
cine, Paris 


e Prof. Dr. Henricus J. Weve, F.I.C.S., 


Professor of Ophthalmology, University 
of Utrecht 


Woman's Auxiliary 


United States and Canadian Sections, International College of Surgeons 


I wish that every member of the 
Woman’s Auxiliary of the United States 
and Canadian Sections of the International 


College of Surgeons could be in Chicago 


during the Annual Assembly on September 
9-13. I realize that in an organization with 
a membership as large as ours is, it will 
not always be possible for everyone to 
attend every meeting. I do want to urge 
you, however, to come if you possibly can. 
As members of surgeons’ families we 
have an obligation to help the men avail 
themselves of an opportunity as unparal- 
leled as this meeting will be for enriching 
his professional life. We all know that the 
decision of whether to make the necessary 
effort to attend a meeting or not often 
rests in our hands. If we decide not to go, 
many times the surgeon decides not to go 


alone, thereby losing the chance of meet-. 


ing with the leaders in his profession and 
of sharing the stimulating experiences 
which well planned meetings provide. 

As usual, the Woman’s Auxiliary is 
planning a full program for the women who 
come to Chicago, so it is fitting for us to 
urge that you plan to come to Chicago. 
for your own sake as well as for the sake of 
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the surgeon in your family. You will have 
opportunities for meeting your old friends 
in the Hospitality Room, for which we have 
made arrangements at the Palmer House. 
Hostesses will be on hand to introduce you 
to new acquaintances who also share the 
triumphs and tribulations of being mem- 
bers of a surgeon’s household. 

Chicago is the favorite among con- 
vention cities, so it is not too early to 
make hotel reservations now, if you have 
not already done so. Members will receive 
a letter listing the program and giving 
them an opportunity to make reservations 
by mail for luncheons and other events of 
interest to them. 

I hope that you have read of the work 
which the Woman’s Auxiliary has been 
doing. It will be challenging to watch the 
careers of the young surgeons who are 
being aided by our scholarships and re- 
search grants. It is our sincere hope that 
our organization may be the means of 
accomplishing lasting good in the vital 
field of surgery. 

I am looking forward to seeing you in 
Chicago in September. 

—Gail Brooks Burket 


\ 
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When in Chicago, visit the Hall of Fame and the School of the History of 
Surgery and Related Sciences of the International College of Surgeons at 
1516-1524 Lake Shore Drive, Chicago 10, Illinois. 
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Ordinarius Prof. Dr. Kazim Ismail 
Giirkan, Director of the First Surgical 
Clinic of the University of Istanbul, was 
born in 1905 at Trabzon, Turkey. Upon 
graduation from the Medical Faculty of 
Istanbul in 1926 with the highest scholas- 
tic rating, he extended his stay in order to 
study surgery. He qualified for the Di- 
ploma of Surgical Specialist, First Degree, 
which was awarded to him in 1929. The 


following year he was accepted by the 


Medical Faculty of Paris as a foreign ex- 
change student, assigned to work as an 
assistant in the clinic of Prof. Cunéo. Upon 
submitting a thesis on vaginal hysterec- 
tomy, he was certified by the Jury of the 
Medical Faculty of Paris in 1931. While 
serving as assistant to Prof. Cunéo, he 
attended wards under the supervision of 
such prominent surgeons as Drs. Gosset, 
Pauchet and Demartel, which gave him 
further opportunities to enrich his store 
of surgical experience. Upon his return to 
Turkey in 1932, he participated in com- 
petitive examinations conducted by the 
Medical Faculty of Istanbu! and, having 
achieved the highest rating, was named 
Assistant Professor of the First Surgical 
Clinic of the University of Istanbul. 

The University underwent a reorgani- 
zation in August 1933, after which Dr. 
Giirkan entered the Second Surgical Clinic 
for further study, which led to his quali- 
fication as professor in 1939. The highest 
academic title awarded by the University 
of Istanbul was bestowed upon Prof. Giir- 
kan in 1952, when he was named Ordina- 
rius Professor and was placed in charge 
of the First Surgical Clinic of the Univer- 
sity of Istanbul. 

Among his administrative responsibili- 
ties, Prof. Giirkan served as a Member of 
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Dr. Kazim Ismail Giirkan 


the Senate of the University of Istanbul 
from the time of his election in 1946 until 
1950, when he was named Dean of the 
Medical Faculty of Istanbul. He helped to 
establish the Turkish Surgical Society and 
is one of the Founders of that organiza- 
tion. He holds active membership in the 
Medical Academy of Turkey, the Turkish 
Cancer Society and the Society for Friend- 
ship Among Turkish Physicians. He served 


‘two terms as the president of the Turkish 


Medical Society. 


is 


He has participated in all national and 
international medical congresses that have 
convened in Turkey and has attended in- 
ternational surgical congresses in Egypt 
(1936), Brussels (1938), London (1947), 
Paris (1951) and Lisbon (1953). He was 
a guest at the one-hundredth anniversary 
ceremonies of the University of Quebec 
and has represented the University of 
Istanbul at meetings in Bagdad and Tehe- 
ran. He has been a guest lecturer at the 
universities of Athens, Rome, Naples, Bel- 
grade, Zagreb and Ljubljana. 

In 1951, the King of Greece awarded 
the Phoenix Gold Medal, First Degree, to 
Prof. Giirkan and the President of Italy 
conferred upon him the Stella Order, First 
Class. He has been the recipient of sev- 
eral decorations from the Government of 
Yugoslavia, 


In addition to numerous medical and 
sociologic articles, monographs and biog- 
raphies, Prof. Giirkan has published text- 
books on surgery of the sympathetic 
nervous system, practical surgery and sur- 
gical diagnosis for his students. His con- 
tributions to the Turkish medical literature 
include a number of important original 
observations. He has also published nu- 
merous papers in foreign languages. 

Prof. Giirkan is a member of Turkey’s 
Supreme Council of Health, the French 
Academy of Surgery, the Surgical Society 
of Rome and the American Association for 
the Advancement of Science. He is a Fel- 
low of the International College of Sur- 
geons and the representative of the 
University of Istanbul in the United Na- 
tions Educational, Scientific and Cultural 
Organization (UNESCO). 


secured by addressing inquiries to: 


The International College of Surgeons is pleased to announce that it has 
completed arrangements with Lloyd’s of London for comprehensive insurance 
against charges of malpractice. The insurance will be available for the pro- 
tection of members of the International College. Detailed information may be 


Secretary, Malpractice Insurance 
International College of Surgeons 
1516 Lake Shore Drive 

Chicago 10, Illinois 


a 
~ 
rep 


CECIL BIRTCHER ANNIVERSARY 


The International College of Surgeons 
extends its heartiest congratulations to 
Cecil Birtcher, President and Founder of 
The Birtcher Corporation of Los Angeles, 
California. The occasion for the salute is 
twofold. Mr. Birtcher is marking his thir- 
tieth personal anniversary in the manu- 
facture and distribution of electromedical 
and surgical devices. The corporation, 
which he founded and which carries his 
name, is celebrating the twentieth anni- 
versary of its founding. The anniversaries 
have meaning to the International College 
of Surgeons, which for many years has 
enjoyed Mr. Birtcher’s friendly personal 
interest and his wholehearted cooperation 
in advancing the ideals of the College. 

One might say that The Birtcher Cor- 
poration and the International College, 
being nearly the same age, have grown to 
maturity, each with friendly appreciation 
of the other. During the twenty years of 
its existence, the Birtcher Corporation has 
grown to be one of the world’s largest pro- 
ducers of medical and surgical equipment, 
which it ships extensively not only 
throughout the United States but to more 
than seventy other countries throughout 
the world. And, during that same period, 
the International College has attracted 
membership in approximately as many 
far-flung areas of the world and has at- 
tained an importance and prestige which, 
in its early years, it could only hope to gain 
in time. 

Besides fulfilling the countless demands 
placed upon him by the extensive manu- 
facturing and distributing activities of 
the corporation over which he presides, 
Mr. Birtcher has always found time to 


Cecil Birtcher 


take active part in the civic affairs of the 
City and the County of Los Angeles. He 
is a member of the Board of Directors and 
an active committeeman of the Los An- 
geles County Heart Association at the 
present time. A public-spirited and warm- 
hearted American, he is also responsible 
for the establishing of The Birtcher Med- 
ical Foundation, a subsidiary nonprofit 
corporation, which makes substantial con- 
tributions annually to provide scholarships 
for students of medicine in addition to 
supporting a fair number of research proj- 
ects that have been undertaken by various 
American universities. 
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BRAZILIAN SECTION 


International College of Surgeons 


Dr. Aloysio G. F. Camargo, F.I.C.S., re- 
cently took over the responsibilities of 
presidency of the Sao Paulo Regional Divi- 
sion of the Brazilian Section from his 
predecessor, Dr. José Maria Cabelo Campos, 
F.L.C.S. Present at the inaugural cere- 
monies were Dr. Camilo Ashcar, Patron of 
the Sao Paulo Region, and the following 
officers of the Brazilian Section: Dr. Eurico 
Branco Ribeiro, F.I.C.S., President; Dr. 
Matheus Santamaria, F.I.C.S., Vice-Presi- 
dent; Dr. Trieste Smanio, Secretary, and 
Dr. Wladimir do Amaral, Treasurer. The 
meeting was addressed by the past presi- 
dent, the newly elected president and the 
patron of the Regional Division, as well 
as by the president of the Brazilian Section. 

In his inaugural address, Dr. Camargo 
stressed the factors that contribute to the 
importance of the Sao Paulo Regional Divi- 
sion. First, it is the largest geographical 
division in the Brazilian Section of the In- 
ternational College. Second, its headquar- 
ters are located in the same city as are the 
headquarters of the Brazilian Section. 
Third, the city is a university center of 
nationwide importance with medical 
schools of the highest caliber within its 
environs. These factors constitute advan- 
tages, he stated, that make it possible for 
the Sao Paulo Regional Division to make 
a substantial contribution to the develop- 
ment of the art and science of surgery not 
only in Brazil but beyond the national 
frontiers. 

Dr. Camargo’s program for his two-year 
term call for an intensification of the work 
that is currently being done to advance 


The Teresina Regional Division of the 
Brazilian Section of the International Col- 
lege of Surgeons was installed officially on 
April 8, 1956. Teresina (Therezina) is the 
capital of the State of Piaui. One of the 
principal speakers on the occasion was His 
Excellency the Governor of Piaui, Gen. 


Two New Regional Divisions Installed 


study in specialized fields of surgery. It 
also calls for a vigorous campaign to 
draw into membership in the International 
College of Surgeons all qualified surgeons 
in the Sao Paulo Region. 

With respect to graduate studies in sur- 
gical specialties, Dr. Camargé expressed 
the opinion that it was indispensable to 
work on the project in collaboration with 
scientific institutions located in the region. 
As a successful example of this kind of 
collaboration, he referred to the course in 
operative obstetrics which has been spon- 
sored jointly by the Sao Paulo Academy of 
Medicine, the Center of Medical Social 
Studies of Casa Maternal e da Infancia 
Leonor Mendes de Barros da Legiao Bra- 
sileira de Assistencia and the Sao Paulo 
Regional Division of the Brazilian Section 
of the International College. The first cer- 
tificates to be awarded as a result of this 
joint enterprise were awarded to Doctors 
of Medicine and candidates for the degree 
of Doctor of Medicine at the same meeting 
which Dr. Camargo was addressing. An- 
other course organized on a similar plan 
in obstetric propaedeutics, he went on to 
say, was under way at the time of the 
meeting. He envisages broadening and en- 
riching the educational activities of the 
International College by the organization 
of many other similar courses in various 
branches of the surgical sciences and hopes, 
moreover, to contribute substantially to 
the increase in membership of the Brazil- 
ian Section so that it will eventually ap- 
proach more nearly the size of the United 
States Section of the International College. 


Jacob Manoel Gayoso e Almendra. Dr. 
Zenon Rocha, F.1.C.S., who was inaugu- 
rated as the President of the new Regional 
Division, also addressed the meeting. 
Visiting physicians, who attended the 
installation ceremonies, were the guests of 
the Governor and First Lady of the State 
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of Piaui at Karnak Palace. 
The, Natal Regional Division of the 


Brazilian Section held its formal installa- 
tion ceremonies on April 3, 1956. Presid- 
ing at the meeting was Dr. Eurico Branco 
Ribeiro, President of the Brazilian Section. 


At a recent meeting of the Colombian 
Section of the International College of 
Surgeons, several surgeons were awarded 
Diplomas of Qualified Fellowship in the 
International College of Surgeons. Among 
those accepted as Qualificd Fellows of the 
College were: 

e Dr. Arturo Campo Posada, Assistant 
Professor of the Surgical Clinic of the 
National University at Bogota 

e Dr. Jorge Castro Duque, Proctologic 
Surgeon of the National Radium Institute 
and of the San Jose and Misercordia hos- 
pitals of Bogota. 

e Dr. Alfredo Pinto Ramirez, Chief of 
the Surgical Clinic in the Department of 
Clinical Surgery, Javeriana University, 
Bogota. 

e Dr. José Wolf, Head of the Clinica 
Urologica por Concurso; Dr. Wolf served 
his residency in urology under the late 
Dr. Oswald Lowsley, F.I.C.S. 


The highlight of the meeting of the 
Colombian Section was the conferring of 
Honorary Membership in the International 
College of Surgeons upon Dr. César 
Augusto Pantoja, F.I.C.S. Dr. Pantoja is 


COLOMBIAN SECTION 
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The newly elected Regent for the Natal 
Division is Prof. Dr. Onofre Lopes, F.I.C.S. 
Dr. Fernando Ezequiel Fonseca, F.I.C.S., 
was elected to the post of Secretary of 
the Regional Division. Diplomas were pre- 
sented to new members of the College. 


lations on being awarded Honorary Membership 
in the International College of Surgeons. Left to 
right: Dr. Pedro Eliseo Cruz, President of the 
Colombian Section; Dr. Gabriel Velasquez Palau, 
Minister of Public Health; Dr. Pantoja; Dr. An- 
tonio Ordonez Plaja, Secretary of the Colombian 
Section; Dr. Alberto Vejarano, and Dr. M. T. 
Aguilera Camacho. 


a Member of the International Board of 
Governors of the International College and 
will be one of the guests attending the 
Twenty-first Annual Assembly of the 
United States and Canadian Sections of 
the College in Chicago in September. He is 
Professor of Clinical Surgery at the Na- 
tional University of Bogota. Among the 
dignitaries present to mark the honoring 
or Dr. Pantoja was Dr. Gabriel Velasquez 
Palau, Minister of Public Health of Co- 
lombia. 


Dr. Gabriel Velasquez Palau, Minister of Public 
Health, presenting the Diploma of Fellow of the 
International College of Surgeons to Dr. Campo 
Posada. In the background are Dr. Pedro Eliseo 
Cruz, President of the Colombian Section (left) 
and Dr. Antonio Ordéfiez Plaja, Secretary of the 
Colombian Section. 
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COSTA RICAN SECTION 
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The Board of Directors of the Costa 
Rican Section of the International College 
of Surgeons convened for an extraordinary 
session in Escazti on March 9, 1956, at the 
country home of Dr. Roberto Quesada 
Jiménez, F.I.C.S. The purpose of the special 
meeting was to confer upon Dr. Quesada 
Jiménez, Consulting Surgeon of the Hos- 
pital San Juan de Dios, in San José, an 
Honorary Membership in the Costa Rican 
Section of the International College. Pres- 
ent at the special meeting were members 
of the Board of Directors of the Section, 
Fellows of the International College of 
Surgeons, a select group of doctors who 
had been invited as guests and members of 
the family of Dr. Quesada Jiménez. 

After the proceedings of the previous 
meeting had been read, Dr. Enrique Berro- 
cal Uribe, F.I.C.S., President of the Costa 
Rican Section, paid tribute to the guest 
of honor. Touching briefly upon the contri- 
butions of prominent Costa Rican surgeons 
of the past to the surgical history of their 


country, Dr. Berrocal Uribe reviewed the 
events which had brought eminence to 
Dr. Quesada Jiménez as master surgeon 
of Costa Rica. He concluded his speech by 
saying that in his opinion no one more 
richly deserved the homage they were now 
paying to honor an eminent -citizen and 
outstanding surgeon. 

In his acknowledgment of the honor, 
Dr. Quesada attributed whatever merit he 
was credited with to his efforts to place the 
best of his knowledge at the service of his 
community and his country. He said that 
he had always been encouraged in his work 
by the affection he has for his country and 
that the warm understanding he had re- 
ceived from his family had further stimu- 
lated him in his efforts. The presence of his 
family and the kindness of his colleagues, 
he felt, were sufficient reward for his 
trials and his achievements. 

A reception, arranged by the Quesada 
Guardia family, followed the formal meet- 
ing and was enjoyed by all. 


FINNISH SECTION 
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Members of the Finnish Section of the 
International College of Surgeons con- 
vened for their Annual Meeting and the 
election of officers in Helsinki on Feb. 4, 
1956, with Prof. Dr. Vain6 Seiro, F.I.C.S., 
presiding. The two top officers of the Sec- 
tion, the President. and Vice-President, 
were elected for another term. The roster 
of officers follows: 

e Prof. Dr. Vainé Seiro, F.I.C.S., Pro- 
fessor of Surgery at the University of 
Helsinki, President. 

e Prof. Dr. A. R. Klossner, F.I.C.S., 
Professor of Surgery at the University of 
Turku, Vice-President. 

e Dr. Olavi Perasalo, F.I.C.S., Lecturer 
in Surgery at the University of Helsinki. 

e Dr. Lauri Aro, F.I.C.S., Lecturer in 
Anesthesiology at the University of Hel- 
sinki. 


Several papers were read during the 
scientific program of the meeting. Dr. O. 
Perasalo described cardiac standstill or 
asystole and ventricular fibrillation occur- 
ring during an operation. The types of 
treatment applicable in each particular in- 
stance—cardiac massage, the use of vari- 
ous drugs and electric defibrillation—were 
reviewed in detail. Stress was placed on 
the importance of an early diagnosis, a 
definiteness of purpose, promptness in be- 
ginning the treatment of choice and the 
significance of correct technic in adminis- 
tering cardiac massage. For the proper 
choice of treatment, it is essential to know 
whether the condition involved is cardiac 
standstill or ventricular fibrillation. Dr. E. 
Jaameri surveyed the etiology of pruritus 
vulvae and its management. He suggested 
that in severe cases surgical undermining 
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of the vulvar region has satisfactorily con- 
trolled the pruritus. Dr. L. Aro reviewed 


An attractive annual prize has been 
established by the German Section of the 
International College of Surgeons. It will 
consist of a monetary grant, valued at 
approximately $700, to be used for a scien- 
tific journey by the recipient. The award 
will go to the surgeon who has made the 
most interesting contribution to scientific 
work during the year. The purpose of the 
prize is to encourage surgeons to make 
professional tours and, thereby, to enrich 
their own contributions to the science and 
art of surgery with members of the profes- 
sion in other lands. Such travel will also 
afford opportunities for recipient surgeons 
to learn at first hand the technics and 
medical experience that are in practice 
beyond the borders of their own country. 

The trend among the European Sections 
of the International College of Surgeons 


GERMAN SECTION 
International College of Surgeons 


GREEK SECTION 


anesthetics and anesthetic technics. The 


meeting was followed by a banquet. 


appears to be to hold more and more joint 
meetings, such as those recently organized 
by the Austrian and Swiss Sections, the 
Netherlands and German sections and the 
one that is being planned for the autumn, 
at which time the German, Swiss and Neth- 
erlands Sections will convene for joint 
scientific sessions. A travel award can only 
encourage the further development of this 
trend. Such travel awards can also serve 
an extremely useful purpose during meet- 
ings like those that were planned for the 
Continental Clinical Cruise of the Inter- 
national College of Surgeons, which took 
place last month. It was organized in such 
a way that six separate meetings, four of 
them Clinic Days of the International Col- 
lege, had been scheduled in six cities of 
three different countries within a twenty- 
day interval. 


International College of Surgeons 


Following the regular postgraduate ses- 
sions of the University of Athens, the 
Greek Section of the International College 
of Surgeons has arranged special graduate 
courses for Fellows of the International 
College. These courses will consist of a 
fortnight of clinical studies in which in- 
terested surgeons may enroll until June 16 
at the respective offices of the various 
clinics participating in the program of 
graduate work. Listed below are the names 
of the directors of the various clinics and 
the names of the clinics offering the 
courses. 

e Prof. N. Christeas, F.I.C.S., General 
Secretary of the Greek Section, First Sur- 
gical Clinic of the University in Laikoan 
Hospital, Athens. 

e Prof. H.-Toul, F.I.C.S., Board Member 
of the Greek Section, Second Surgical Clinic 
of the University of Areteeion Hospital, 


Athens. 

e Prof. C. Alivizatos, F.I.C.S., Propae- 
deutic Surgical Clinic of the University at 
Hippokrateion Hospital, Athens. 

e Prof. Nicholas C. Louros, F.I.C.S., 
President of the Greek Section and Pro- 
fessor of Gynecology at the University of 
Athens, Obstetric and Gynecologic Clinic 
of the University at the Alexandra Matern- 
ity Hospital, Athens. 

e Prof. Th. Demetriades, F.I.C.S., Board 
Member of the Greek Section, Second Ear, 
Nose and Throat Clinic of the University 
at the Greek Red Cross Hospital, Athens. 

e Prof. I. Charamis, F.I.C.S., Vice-Presi- 
dent of the Greek Section, Ophthalmologic 
Clinic of the University at the Ophthal- 
mologic Hospital, Athens. 

e Asst. Prof. Z. Kairis, F.I.C.S., Board 
Member of the Greek Section, Urologic 
Clinic, Evanghelismos Hospital, Athens. 


e Asst. Prof. Th: Garofalides, F.I.C.S., 
Associate Officer of the Greek Section, Or- 
thopedic Clinic of Asklepeeion Hospital, 
Voula. 

e Dr. T. Perras, F.I.C.S., Third Surgical 
Clinic of the Municipal Hospital, Athens. 


The Greek Section, which was organized 
in January of this year, is living up to the 
expectation that it will enhance the great 
Greek tradition of the healing arts by its 
contributions to its country’s surgical 
progress. 


IRANIAN SECTION 
International College of Surgeons 


The first National Congress of the Iran- 
ian Section of the International College of 
Surgeons, which convened in Avicenna Hall 
at the School of Medicine of the University 
of Teheran on April 21-24, 1956, was the 
first surgical congress to be held in Iran in 
modern times. On each of the four days of 
sessions, a member of the staff of the 
University of Teheran presided over the 
meeting; they were, respectively, Prof. G. 
Shams, Professor of Ophthalmology; Dr. 
Y. Mir, Professor of Surgery; Dr. Said- 
Malek, Professor of Urology, and Dr. 


H. Hanjan, Professor of Surgery. The pro- 
gram for each day included a three-hour 
afternoon session, conducted by Dr. Mo- 
hamed Massoud, F.I.C.S., devoted to the 
viewing of surgical films. 

The opening address on the morning 
of the first day of the meeting was pre- 
sented by His Excellency, the Minister of 
Public Health, Dr. Jehan Shah Saleh, 
F.1.C.S., Professor of Gynecology at the 
University of Teheran. The business of 
the International College of Surgeons was 
covered by Dr. Ezatollah Hazrati, A.I.C.S., 


First National Congress of the Iranian Section of the International College of Surgeons in session. 
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Prof. Y. Adl, F.I.C.S., President of the Iranian 

Section of the International College of Surgeons, 

lectures on pulmonary hydatid cyst. Left, Prof. 
G. Shams, Presiding Officer of the Session. 


Secretary of the Iranian Section and Chief 
of the Maxillofacial Service of Army Hospi- 
tal No. I, Teheran, who read the annual 
report of the Iranian Section. 

The scientific papers presented described 
the experience and research work of 
Iranian surgeons. As part of the scientific 
program, the following papers were read: 

e Surgical Treatment of Pulmonary 
Hydatid Cyst 
Prof. Dr. Yahya Adl, F.I.C.S., Pro- 
fessor of Surgery, University of 
Teheran and President of the Iran- 
ian Section of the International Col- 
lege 
e Hydatid Diseases of the Central 
Nervous System 
Dr. Ebrahim Samiy, F.I.C.S., Asso- 
ciate Professor of Neuro-ophthal- 
molégy, University of Teheran 
e Hydatid Diseases of the Eye 
Dr. M. Zarrabi, F.I.C.S., Associate 
Professor of Ophthalmology, Uni- 
versity of Teheran 
e Roentgenologic Aspects of Hydatid 
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Diseases 
Dr. Ahmed Farhad, F.I.C.S., Pro- 
fessor of Radiology, University of 
Teheran 
e Anesthesia in Thoracic Surgery 
Dr. A. Farr, F.I.C.S., Associate Pro- 
fessor of Anesthesiology, University 
of Teheran 
e Midline Protrusion of Interverte- 
bral Disk 
Dr. Nosrat-ollah Ameli, F.I.C.S., As- 
sociate Professor of Neurosurgery, 
University of Teheran 
e Surgical Treatment of Scoliosis 
Dr. Mohamed Massoud, F.I.C.S., 
Orthopedic Surgeon, Teheran 
e Mobilization of the Stapes in Treat- 
ment of Otosclerosis 
Dr. Jawad Hedayaty, F.I.C.S., Oto- 
rhinolaryngologist, University of 
Teheran 
e Treatment of Intestinal Obstruction 
Dr. R. B. Hiatt, Chief of the Depart- 
ment of Surgery, Nemazee Hospital, 
Shiraz 
e Surgical Treatment in a Case of 
Complete Section of the Biliary 


Dr. E. Hazrati, Secretary of the Iranian Section 

of the International College of Surgeons, present- 

ing the annual report of the Section before the 

First National Congress. Left, Prof. Shams, 
Presiding Officer. 
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Common Duct 
Dr. Mohammed-Ali Sadr, F.I.C.S., 
Director of Mehr Hospitai and Con- 
sulting Surgeon of the Bank Melli 
Hospital, Teheran 
e Two Cases in Which the Noble 
Technic Was Employed 
Dr. Taghi Milani, F.I.C.S., Surgeon, 
Bank Melli Hospital, Teheran 
e Surgical Treatment of Angina Pec- 
toris 
Dr. J. Mir-Ala, A.I.C.S., Associate 
Professor of Cardiology, University 
of Teheran 
e Surgical Treatment of Mitral Steno- 
sis 
Dr. Dj. Heyate, Chief Surgeon, He- 
dayat Hospital, Chief Surgeon, Dad- 
gostari Hospital, Teheran 
e Surgical Treatment of Peripheral 
Vascular Diseases 
Dr. H. Hashemian, B.S., M.R.C.S., 
L.R.C.P., F.R.C.S., Associate Pro- 
fessor of Surgery, University of 
Teheran 
e Surgical Treatment of Adenoma of 
the Prostate Gland 
Dr. Mehdi Pezechcan, F.I.C.S., Chief 
of the Urologic Service, Pahlavi 


University Hospital, Teheran 
e Osteomyelitis of the Rib 
Dr. S. Sarkissian, F.R.C.S., Thoracic 
Surgeon, Teheran 
e Pneumolysis 
Dr. A Chaky, Chief Surgeon, Abou 
Hossein Hospital, Teheran 
e Resection in the Treatment of Pul- 
monary Tuberculosis 
Dr. Ghazi Teherani, F.I.C.S., Chief 
Surgeon, Abou Hossein Hospital, 
Teheran 
e Trismus 
Dr. H. Mahdavi, F.I.C.S., Associate 
Professor of Surgery, University of 
Teheran 
e Skin Grafting in Extensive Burns 
Dr. Ezatollah Hazrati, A.LCS., 
Major in the Medical Corps, Chief 
of the Plastic and Maxillofacial 
Service, Army Hospital No. I, 
Teheran 
e Rhases: An Historical Iranian Sur- 
geon 
Dr. M. Nadjmabadi, Director of 
Loghmanodolleh Hospital, Teheran 
On the evening of the closing session of 
the meeting, the participants attended a 
banquet at Darband Hotel in Teheran. 


ISRAELI SECTION 


International College of Surgeons 


The Fifth Meeting of the Israeli Section 
of the International College of Surgeons 
was held on May 4 and 5, 1956, in the Hall 
of the Israeli Dental Association in Tel- 
Aviv. Dr. Daniel F. Peyser,. F.I.C.S., Presi- 
dent of the Israeli Section and Director of 
the Surgical Department of Rothschild 
Hospital at Haifa, presided over the meet- 
ing. A memorial session, commemorating 
the late Dr. Georg Wolfson, First Presi- 
dent of the Israeli Section, followed the 
opening address of Dr. Peyser. 

Among the papers presented at the 
meeting, according to a preliminary pro- 
gram, were: 

« Relief of Pain by Transorbital Elec- 

trocoagulation of the Frontal Lobe 
Dr. Eugene Herzberger, F.I.C.S., Tel 
Hashomer Hospital, Tel Hashomer 


e Post-traumatic Delayed Facial Palsy 
Treated by Decompression Operation: 
A Case Report 
Dr. Moshe Feinmesser, F.I.C.S., Ha- 
dassah University Hospital, Jerusa- 
lem 

e Tumor of the Small Intestine 
Dr. Noah Feler, F.I.C.S., Medical Di- 
rector, Hasharon Hospital, Petach 
Tiqvah 

e Pseudomyxoma peritonei 
Dr. D. F. Peyser 

e Suture of Severed Digital Nerves 
Dr. H. Pollak 

e Congenital Uterine Malformations 
Dr. J. Halbrecht 

e Some Congenital Malformations of 
the Upper Urinary Tract and Their 
Surgical Treatment 


He 
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Dr. Ernst Lehmann, F.I.C.S., Secre- 
tary of the Israeli Section; Urologic 
Department, Central Clinic of Kupath 
Chohim, Tel Aviv 

Volvulus of the Spermatic Cord, 
Caused by Congenital Anomaly 

Dr. H. Koehler, F.I.C.S., General and 
Urologic Surgeon, Elisha Hospital, 
Haifa 


Significance of Occult Vaginal Bleed- 


ing in Postmenopausal Period 

Drs. Bromberg and Baranovici 

Tubal Fistula 

Dr. S. Rozin - 

Surgical Correction of Paralytic Val- 

gus Deformity of the Ankle 

Dr. Amnon Fried, F.I.C.S., Hasharon 

Hospital, Petach Tiqvah 

Dislocation of Cervical Spine with 

Paraplegia 

Dr. H. Pollak 

The remainder of the scientific portion 
of the program was devoted to the viewing 
of surgical films on such topics as nephro- 
pexy for nephroptosis; radical operation 
for cancer of the cervix; bilateral femoral 
interruption, and esophageal diverticulum. 
The business session of the meeting be- 

gan with the secretary’s report, which in- 
cluded the announcement that the Israeli 
Section had awarded Fellowship in the 


International College of Surgeons to twelve 
surgeons during the past two years, there- 
by increasing the total Section member- 
ship to forty-five. Diplomas of Fellowship 
were awarded to the new members. 

The meeting elected a new Board of 
Directors for the Section, consisting of 

e Prof. Dr. Ernst Spira, F.I.C.S., Orth- 
opedic Surgeon at the Army Hospital in 
Tel Hashomer, President 

e Prof. Dr. Bernhard Zondeck, F.I.C.S. 
(Hon.), Member of the International Board 
of Governors of the International College 
of Surgeons and member of the staff of 
Hadassah University Hospital, Jerusalem, 
Vice-President 

e Dr. Ernst Lehmann, F.I.C.S., Urologic 
Department of the Central Clinic of Ku- 
path Cholim in Tel-Aviv, Honorary Secre- 
tary 

e Dr. Simcha Eppenstein, F.I.C.S., 
Honorary Treasurer 

Participants at the Fifth Meeting of the 
Israeli Section of the International College 
took active part in the proceedings, dis- 
cussing freely and openly the various top- 
ics covered in the scientific session. The 
spirit of the meeting of a Section in which 
each of the members is acquainted with 
his Fellows was, as always, warm and 
cordial. 


PERUVIAN SECTION 


International College of Surgeons 


In the recent election of officers of the. 


Peruvian Academy of Surgery, members 
of the Peruvian Section of the Interna- 
tional College of Surgeons made a most 
impressive showing. The new officers, who 
will direct the activities of the Peruvian 
Academy during the coming year, are: 

e Dr. Esteban D. Rocca, F.I.C.S., Mem- 
ber of the Board of Governors of the Inter- 
national College of Surgeons and Chief of 
the Section on Neurosurgery at Obrero 
Hospital, Lima, President 

e Dr. Alejandro Higginson, F.I.C.S., of 
Lima, First Vice-President 

e Dr. Gilberto Morey, F.I.C.S., of Lima, 
Second Vice-President 

e Dr. Roger Pinillos, Secretary-General 


e Dr. Felipe L. Plaza, Recording Secre- 
tary 

e Dr. Enrique Cipriani, F.I.C.S., of 
Lima, Scientific Secretary 

e Dr. Alberto Toranzo, F.I.C.S., of 
Lima, Treasurer 

e Dr. Alfredo Levi Rendon, F.I.C.S., of 
Lima, Librarian 

e Dr. Arturo Montoya Miranda, Direc- 
tor of Publications 

Elected as members of the Board of Di- 
rectors of the Peruvian Academy of Sur- 
gery were: 

e Dr. Francisco Villa Garcia, F.I.C.S., 
of Lima 

e Dr. Ignacio F. de Bustamente, F.I.C.S., 
of Miraflores 


e Dr. Mariano G. de Bedoya 

e Dr. Frolian Villamon, F.I.C.S., of Lima 

e Dr. Frederico Leén y Leon, F.I.C.S., 
of Lima 

The results of the election of officers of 
the Peruvian Academy of Surgery reflect 
a trend that is being noted to an ever 
greater extent in the various Sections of 
the International College of Surgeons, 
namely, that the surgeons who attain na- 
tional stature in the professional organi- 
zations of their own countries also recog- 
nize the importance of an international 
surgical organization, which enables them 
to keep abreast of the surgical progress in 
other countries. As Dr. Charles W. Mayo 
—the son of Dr. Charlie and the nephew 
of Dr. Will—pointed out recently in his 
presidential address before the Fortieth 
Annual Assembly of the Interstate Post- 
graduate Medical Association at Milwau- 
kee, Wisconsin, “It is true that sickness 
makes people poor; poverty makes people 
sick; healthy people can end poverty by 


‘know-how.’ The physician is familiar 
with this situation from his contact with 
individual patients; therefore, he can 
readily appreciate how such a situation 
applies to large social groups and can 
understand the international significance 
of this approach to foreign relations. 
Medicine and physicians are destined to 
play an increasingly important réle in the 
international scene, with the objective of 
better world health for world peace.” 
Enlightened physicians and surgeons 
throughout the world can hardly help 
agreeing with this view of the rdéle of the 
medical profession in the affairs of the 
world. It is as a result of such enlightened 
thinking that the work of national sur- 
gical groups in some thirty-five countries 
is so closely intertwined with the objec- 
tives and activities of the International 
College of Surgeons. And this is also un- 
doubtedly the reason for the rapid growth 
of membership that the International Col- 
lege is witnessing throughout the world. 


Medical Newsfront 


First Inter-American Conference on 

Occupational Medicine and Toxicology 

The University of Miami School of Medi- 
cine and the University of Havana School of 
Medicine are jointly organizing the first In- 
ter-American Conference on Occupational 
Medicine and Toxicology. The meeting will 
convene on Sept. 3-7, 1956, in Miami. With 
the University of Miami serving as host. 
The official language of the program will 
be Spanish. The plan is to arrange for a 
comparable conference next year, with the 
University of Havana serving as host. 

The program for this year’s meeting is 
being planned by a committee representing 
the two universities. The General Chair- 
man is Dr. Homer F. Marsh, Dean of the 
School of Medicine of the University of 
Miami. Co-chairmen for the University of 
Miami are Dr. Ralph Jones Jr., Professor 
of Medicine; Dr. Willard Machle, Research 
Associate Professor of Pharmacology, and 
Dr. Willian B. Deichmann, Member of the 


International College of Surgeons and Pro- 
fessor of Pharmacology. The committee of 
the University of Havana includes Dr. 
Angel Perez André, Acting Dean; Dr. Ra- 
fael Penalver, Instructor in Legal Medicine 
and Toxicology ; Dr. Vicente Pardo Castello, 
Assistant Professor of Dermatology, and 
Dr. Francisco Lancis y Sanchez, Assistant 
Professor of Legal Medicine and Toxicolo- 
gy. The tentative program lists speakers 
from Venezuela, Mexico, Peru, Colombia, 
Puerto Rico, Chile and the United States. 
Further information may be secured by 
writing to William B. Deichmann, School 
of Medicine, University of Miami, Coral 
Gables 46, Florida. 

Monograph on Respiratory Malignant 

Disease 

Dr. W. C. Hueper, head of the Environ- 
mental Cancer Section of the National 
Cancer Institute, has written a fifty-four 
page monograph about the epidemiologic, 
medical and experimental evidence on en- 
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vironmental substances either known to 
be or suspected of being responsible for 
respiratory cancer in man. The book has 
been published by the Public Health Serv- 
ice of the Department of Health, Education 
and Welfare of the United States and is 
available, at a cost of 45 cents, from the 
Superintendent of Documents, Government 
Printing Office, Washington 25, D.C. 

The first section of the monograph is 
devoted to general epidemiologic considera- 
tions. Medical and statistical factors are 
discussed in an evaluation of the reported 
association between cigarette smoking and 
pulmonary cancer. Extensive consideration 
is given to the réle played by industry and 
related factors in the development of pul- 
monary cancer, to the incidence of lung 
cancer and to death rates in manufacturing 
and rural areas both in the United States 
and abroad. Dr. Hueper then discusses the 
epidemiologic and laboratory evidence of 
the existence of carcinogenic agents in 
certain specific industrial operations, list- 
ing several industrial substances from 
which a known cancer-causing agent has 
been isolated. He also cites the high inci- 
dence of lung cancer among workers ex- 
posed to these substances. The general 
public is said to have “definite and pro- 
longed contact with one or several” of these 
substances, largely as a result of inhaling 
polluted air. Dr. Hueper suggests that such 
contact may be responsible for “a consider- 
able portion” of the increasingly large 
number of cases of pulmonary cancer. 
The evidence for this explanation of the 
rising incidence of lung cancer is compared 
with arguments that trace the rise to the 
increased consumption of tobacco. A nine- 
page bibliography completes the mono- 


graph. 
Annual Otolaryngologic Assembly 


The Department of Otolaryngology, 
University‘ of Illinois College of Medicine, 
has announced that its Annual Assembly 
in Otolaryngology will meet Oct. 1-7, 1956. 
The program of the Assembly consists of 
an intensive series of lectures and panel 
discussions concerning progress in the 


field of otolaryngology. Evening sessions 
will be devoted to surgical anatomy of the 
head and neck and histopathologic studies 
of the ear, nose and throat. Further in- 
formation about the Assembly may be se- 
cured by writing directly to the Depart- 
ment of Otolaryngology, 1853 West Polk 
Street, Chicago 12, Illinois. 


World’s Physical Therapists to Convene 
Physical therapists and other health 
specialists, representing more than twenty 
countries, will convene at the Hotel Statler 
in New York on June 17-23, 1956 for con- 
ferences on worldwide problems of rehabili- 
tation. Physical therapists, students of 
physical therapy, physicians, surgeons, oc- 
cupational therapists, medical social work- 
ers, vocational counselors, nurses, admini- 
strators of hospitals and rehabilitation 
centers and members of boards and staffs 
of organizations interested in handicapped 
persons throughout the world are invited 
to attend the scientific sessions, exhibits, 
educational courses and _ post - Congress 
tours. Further information is available 
from the American Physical Therapy As- 
sociation, 1790 Broadway, New York, N. Y. 
Among the notable speakers who will 
address the congress are Dr. Thomas 
Francis Jr. of-the University of Michigan 
School of Public Health; Dr. Howard A. 
Rusk, director of the Institute for Physi- 
cal Medicine and Rehabilitation, New York 
University-Bellevue Medical Center; Col. 
Harriet S. Lee, chief of the U.S. Army 
Corps of Specialists; Dr. Harry Bouman, 
professor of physical medicine, University 
of Wisconsin Medical School; Dr. Henry H. 
Kessler, medical director, Kessler Insti- 
tute for Rehabilitation; Dr. Robert L. 
Bennett, medical director of the Georgia 
Warm Springs Foundation; Basil O’Con- 
nor, president of the National Foundation 
for Infantile Paralysis, and Donald V. Wil- 
son, secretary-general of the International 
Society for the Welfare of Cripples. 
Among the topics to be discussed are 
research and new technics in prosthetics, 
health aspects of posture, underwater ex- 
ercise, bracing and adaptive devices for 
neuromuscular disorders, testing and eval- 


uating procedures, community rehabilita- 
tion programs and the application of physi- 
cal therapy to poliomyelitis, cerebral palsy 
and thoracic surgery. 


Bertner Foundation Award Winner 


Dr. Joseph C. Aub, Professor of Medical 
Research at Harvard Medical School and 
director of the medical laboratories at the 
Collis P. Huntington Memorial Hospital, 
was selected as the winner of the Bertner 
Foundation Award for 1956. The award, 
which was established in 1950 in memory 
of the late Dr. E. W. Bertner—first acting 
director of M. D. Anderson Hospital and 
Tumor Institute and the first president of 
the Texas Medical Center at Houston—is 
presented annually for the outstanding 
contribution in the field of cancer research. 
Dr. Aub received the award for his inspira- 
tional teaching, his untiring work for in- 
stitutional and individual grants, his re- 
search in metabolics, which established 
methods that provide the foundation for 


New Serum Factor Disclosed 


Drs. Francois Ducker, P. Fluckinger and 
Fritz Koller of the University of Zurich 
(Switzerland) addressed approximately 
two hundred of the leading blood experts 
of the United States, Canada and Europe 
at the recent Fifth Annual Symposium on 
Blood sponsored by the Wayne University 
College of Medicine at Detroit. They told 
that laboratory test results, not explain- 
able by the existence of any known serum 
factors, have suggested the existence of 
a new clotting factor, tentatively called 
Factor X (ten). This hypothesis, they said, 
could be confirmed by conducting “experi- 
ments with purified factors and pathologic 
serums in different combination in pairs.” 
The research project was hailed as “an 
important contribution to broader knowl- 
edge of hemorrhagic diseases and throm- 
bosis” by Dr. Walter H. Seegers, head of 
Wayne University’s Department of Physi- 
ology and Pharmacology, chairman of the 


The Research Horizon 


present-day metabolic studies. These 
studies have gained recognition because of 
their increasing value in the understanding 
of cancer. 

Recipients of the Bertner Award in 
previous years have been Dr. Fred Stewart, 
New York, for his leadership in the field 
of pathology and his inspiring pedagogy ; 
Dr. George Milton Smith, New Haven, 
Conn., for his basic research on melanomas 
and gastric cancer as well as for his efforts 
in securing grants for cancer research; Dr. 
Charles Benton Huggins, Chicago, for his 
work on hormonal therapy for cancer pa- 
tients; Dr. Francis Peyton Rous, New 
York, for his investigations into the viral 
causes of cancer, and Dr. George Nicolas 
Papanicolaou, New York, for his diag- 
nostic test for cancer and for opening the 
new field of exfoliative cytology. 

Dr. Aub’s principal work has been in 
clinical medicine, metabolism, the glands 
of internal secretion, inorganic salts and 


cancer. 


symposium. According to the experts of 
the University of Zurich, the new serum 
factor reacts more slowly than Factor VII 
during treatment with anticoagulants and 
is deficient in patients who have hepatitis 
and cirrhosis. 


Pulmonary Cancer Detectable in Earliest 
Stages 

That pulmonary carcinoma progresses 
with relative indolence is suggested by the 
fact that symptoms do not appear for at 
least nine months after the earliest stage 
of the tumor is already roentgenologically 
evident, according to Dr. Leo G, Rigler, 
and usually two years elapse between the 
appearance of the earliest roentgen signs 
and the institution of active therapy. Why 
then the threat that bronchogenic carci- 
noma may wipe out a sizable portion of the 
male population? The failure lies partly 
in not taking seriously the lesion that is 
only a few millimeters in diameter but 
nevertheless discernible, and partly in 
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inattention to minute changes evident in 
hastily conducted chest surveys. This 
investigator strongly contends that any 
small, rounded, sharply defined peripheral 
nodule in a spot on the roentgen film where 
previous films disclosed no such shadow 
warrants successive studies. Evidence of 
the enlargement of such a shadow war- 
rants surgical intervention. A marginal 
notch in a planigraphic shadow is also a 
characteristic sign which rarely signifies 
anything other than pulmonary carcino- 
ma. Roentgen evidence of rat-tail deform- 
ity of a bronchial branch is so nearly 
pathognomonic that it should call for im- 
mediate thoracotomy, inasmuch as it can- 
not, as a rule, be reached by bronchoscopy 
nor be detected by means of shedded cells. 


Strange Tools for Milling Bone 

Many kinds of “grinders” for reducing 
bone to a size most favorable for trans- 
plantation purposes have been tried by Dr. 
Norman Rosenberg and his team of pro- 
fessional associates: a bone saw, a coffee 
grinder, a pencil sharpener, and the like. 
They have spotted the blender that has 
become a common household item in many 
an American kitchen. This is the instru- 
ment into which an American mother 
tosses carrots, celery, parsley, spinach and 
other things her family ought to, but will 
not, eat. It comes out of the spout a re- 
freshing drink, rich with necessary min- 
erals and vitamins. It will liquefy any 
mixture of fruits, vegetables, nuts, meats 
or what have you. The surgical team 
therefore conceived of a plan for reducing 
cortical bone in chilled physiologic solution 
of sodium chloride to a consistency of 
coarse sand. This method of milling yields 
thoroughly washed particles which, though 
the osteocytes may be destroyed, retain the 
organic and crystalline components of 
bone chemically unaltered. The granules, 
ranging in size from a few microns to 1-2 
mm. in diameter, offer a much larger area 
to the host tissue than would a single piece 
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of bone. Tests in 41 patients proved that 
the transplants of blended bone usually 
“took,” with little evidence of dead bone in 
the defect in which they had been used. 


ACTH and Cortisone as Pain-Relievers in 
the Treatment of Burns 

Although rejecting the routine use of 
ACTH and cortisone in the treatment of 
thermal injuries, Drs. J. D. Martin, W. C. 
McGarity and F. C. Smith observed some 
benefit from the use of these agents during 
the initial stress in certain borderline 
cases. They reported their experience 
with 12 cases of severe burn and 10 
cases of critical burn in the September 
1955 issue of Surgery. Their procedure was 
to administer 300 mg. of cortisone on the 
first day, 200 mg. the second day and 
100 mg., in divided doses, on each of the 
seven or eight days thereafter, whereupon 
ACTH therapy was instituted and cortisone 
therapy was gradually withdrawn. The 
patients received ACTH for three days. 
Although the death rate for both cate- 
gories of patients was high and uninflu- 
enced by hormone therapy, certain clinical 
benefits were noted. Pain diminished or dis- 
appeared within twenty-four hours of the 
institution of therapy, and it was possible 
to reduce or eliminate medication with nar- 
cotic agents Dressings could be changed 
with less discomfort to the patient. In some 
instances, a state of euphoria followed the 
administration of the hormone. Appetites 
increased, thereby avoiding unfavorable 
nitrogen levels. Epithelization was accel- 
erated, and the loss of body fluids and 
proteins was therefore reduced. It was 
easier to control the levels of electrolytes, 
colloids and fluids. Less fever was noted 
during the period of cortisone therapy. 
These investigators also noted that of the 
patients who lived, fewer experienced diffi- 
culties because of joint contractures. This 
was interpreted to be the result of earlier 
physical activity, made possible by the 
relief of pain. 
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